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a very high increased rental for its present quarters. 


time. 


IMPERATIVE TO WIND UP CAMPAIGN FOR CENTRAL OFFICE BUILDING THIS MONTH 


{CONTRACT S must be let and construction started shortly if the building is to be completed 
before the expiration of the present lease. Otherwise, your Association will be forced to pay 


Rental costs for office space in Chicago buildings are rising rapidly. Your Association cannot 
afford to pay increased rent, if it is to maintain the present services. The Committee on Central 
Office Home has final plans for building ready to present to the Board of Trustees for approval 
at the National Convention this month, but as yet the Fund Raising Committee reports only three- 
fourths of the $200,000 goal subscribed. Therefore, it is urgent that the balance be raised at this 


If you haven’t contributed, send YOUR SHARE immediately to the A.O.A. Office at 139 N. 
Clark St., Chicago. With your help, we can mark FINIS to the campaign this month. 


The “New” Gecil’s Medicine 


New (7th) Edition, Just Published—16 completely new contributions ; 
35 entirely rewritten discussions; more than 50 new illustrations, 
making a total of 377 on 244 figures, 18 in color—these are the princi- 
pal highlights of the revision of Cecil’s Textbook of Medicine—a re- 
vision that has brought the entire work in step with current theory and 
practice. 


In the New (7th) Edition, 162 American Teacher-Specialists have 
come together under Dr. Cecil’s editorship to give a concise yet de- 
tailed coverage of every disease that will normally be inet in practice. 
For each disease, full discussions are given of etiology, pathology, meth- 
ods of examination, tests and their technic, complete diagnostic pro- 
cedures, and prognosis. Therapy is, of course, thoroughly presented, 
including use of streptomycin and other new and important agents. 


Edited by RUSSELL L. CECIL, M.D., Professor of Clinical Medicine, Cornell Univer- 
sity Medical College, 1730 pages, 7” x 10”, illustrated. $10.00. 


W. B. SAUNDERS COMPANY, 


“Muscle Testing’’ 
By 

Daniels, Williams, Worthingham 
This new book— first of its kind to be 
published—describes in detail the tech- 
niques of manual muscle examination 
and tells how to determine accurately 
the degrees of weakness resulting from 
disease, injury or disuse. It fills a 
long-felt need for an efficient aid in 
the diagnosis of muscular conditions 
which afflict millions of people every 
year. 

By Lucitte Danies, M.A., Director and As- 
sociate Professor of Physical Therapy, Stan- 
ford University; Marian M.A., 
Assi t Prof of Physical Therapy, Stan- 
ford University; and Catuerine »WortTHING- 
HaM, M.A., Director of Professional Educa- 
tion, The National Foundation for Infantile 
Paralysis, Inc., 189 pages, 8” x 1034”, with 
349 illustrations. $2.50. 


W. Washington Square, Philadelphia 5 
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TRADE MARK 


SPECIFICALLY DESIGNED FOR TREATMENT OF 


tHe Complete seconparyY ANEMIA SYNDROME 


EACH HEMATOCRIN CAPSULE CONTAINS: 


Ferrous Gluconate (3 gr.) . . . . . 0.194 gm. 
Liver Concentrate (1.5 gr.) . . . . 0.097 gm. 
Liver B Fraction(I gr.) . . . . . . 0.065 gm. 
Thiamin HC1(B1) . . .... 5.0 mg. 
Niacinamide . ....... . %10.0mg. 
Pyridoxine HC1 (Be). . . . . . . mg. Hematocrin embodies in its 
Calcium Pantothenate. . . .. . 0.5 mg. 
Ascorbic Acid (C) 300mg. formula, in readily tolerated form, 


Including components of the vitamin B Complex the most recent accepted concepts 
as present in Liver B Fraction and the Secondary 


Anemia Fraction of Whipple as present in Liver in secondary anemia therapy 
Concentrate. 


LABORATORY, INC * GLENDALE, CALIFORNIA 
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Diagnosis and therapy stressed throughout. 
Tells how to handle complications in everyday 
practice which are related to the Specialties, 
and when referral to a specialist is indicated. 
Thirteen clinical monographs, each written by 
an eminent specialist. Loose-leaf renewal pages 
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keep it always up to date. 1947 renewal pages 
incorporate newest findings and procedures, 
with special emphasis on chemotherapy, the 
antibiotics and new drugs; important addendum © 
on vitamins. New illustrations and nearly 100 
additional pages. Completely revised index. 


* 1300 PAGES * 450 ILLUSTRATIONS—9 COLOR PLATES * 2 VOLUMES * LOOSE LEAF 


A loose-leaf system of medicine for the busy 
practitioner and a general reference work for 
the investigator and educator. 

Frequent issues of renewal pages allow for the 
introduction as rapidly as possible of recent ad- 
ditions to medical knowledge. No duplication 
or overlapping. The viewpoint of the editor is 


385 Madison Avenue 


LONDON EDINBURGH 


L 


MONTHLY TERMS 


THOMAS NELSON & SONS 


e New York 17, N. Y. 


PARIS 
Established 1798 


progressive yet conservative, and only accepted 
and approved medicine is published. Emphasis 
is placed upon diagnosis, differential diagnoses, 
and treatment. Actual dosages given. Separate 
complete index volume. 


* ILLUSTRATED * 8 VOLUMES AND INDEX 
*& LOOSE-LEAF — $115.00 Set 


Price includes 1947 Renewal Pages and use of Research 
ond Consulting Bureau. 


MELBOURNE TORONTO 


THOMAS NELSON & SONS, 385 Madison Avenue, New York 17, N.Y. 
O Please send me Specialties in Medical Practice—$25.00 © The Nelson Medicine—$115.00 


0 Check Enclosed 
0 Please have your representative call and show me Specialties in Medical Practice 


0 c.O.D. 
O The Nelson Medicine 


*% $25.00 SET (Price includes 1947 Renewal Pages) 
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(Above) Fitting practice session at recent CAMP Instructional Course 


YOUR PATIENTS ARE PROPERLY FITTED 
When You Recommend CAMP Scientific Supports 


CAMP fitters are conscientiously trained to work on the physician’s 
team as technicians in scientfic supports. Annual four-day sessions 
in New York and Chicago (now in their 19th year), a steady 
schedule of regional classes, individual instruction by the corps of 
CAMP registered nurses and professionally edited handbooks and 
other helpful literature have trained thousands of fitters in pre- 
scription accuracy and ethical procedure. 


Ss. H. CAMP AND COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario ¢ London, England 
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FROM PEDIATRICS TO GERIATRICS 


Diarrhea—a constantly recurring problem...effectively 
controlled with 


Appella 


APPLE POWDER 


For Infanits—Pleasant, easy to mix, Appella passes readily through 
nipple openings when added to water, milk or infant feeding formulas. 


For Older Patients— Mixed to the consistency of applesauce or 
further diluted with any acceptable fluid, Appella alone or as an 
adjunct to specific therapy, effectively aids in checking and con- 
trolling diarrhea—usually within twelve to twenty-four hours. 


COMPOSITION—A blend of several selected varieties of apples in powdered 
form, Appella retains all the pectin, uronic acids, tannic acid and cellulose of the 
fresh frujt—offers uniform composition the year ‘round. 
ADMINISTRATION —For Infants: Four level teaspoonfuls of Appella diluted with 
8 ounces of fluid . . . usually three times a day. 

For older children and adults: Four level teaspoonfuls or more in sauce or fluid 
form every three hours or oftener. 


Further facts ond a trial supply will be sent upon request. 


MICHIGAM 
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PRESCRIPTION PACKET 


NO. 501 


Extensive clinical experience 

e has established that the com- 

bined use of an occlusive dia- 

phragm and a spermatocidal 

jelly affords the optimum in pro- 
tection to the patient. 


A comprehensive report 
e shows an overwhelming 
preference for the diaphragm- 
jelly technique of conception 
control. In a survey comprising 
36.955 cases, clinicians pre- 
scribed this method for 34,314 
or 93 per cent.! 


3 Warner,” in a study of 500 
We cases in private practice, 
concludes that the combined 
technique is the most efficient 
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method; there was no case of 
unexplained failure. 


For the optimum of protec- 
e tion and simplicity in use 
we suggest the “RAMSES” Pre- 
scription Packet NO. 501 ...a 
complete unit, containing a 
“RAMSES” Patented Flexible 
Cushioned Diaphragm of pre- 
scribed size, a “RAMSES” Dia- 
phragm Introducer of corre- 
sponding size, and a large tube 
of “RAMSES” Vaginal Jelly.i 
Available through all prescrip- 
tion pharmacies. Complete lit- 
erature to physicians on request. 
*Human Fertility 10: 25 (Mar.) 1945. 


*Warner, M. P.: J.A.M.A. 115: 279 (July 
27) 1940. 


JULIUS SCHMID, INC. 423 w. ssm sr. NEW YORK 19, N.Y. 


460008 (883 


The word “RAMSES” is a registered trademark of Julius Schmid, Inc. 


TtActive ingredients: 


Dodecaethyleneglycol 


monolaurate 5%; Boric Acid 1%; Alcohol 5%. 
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who says 
my baby 
cant taste! 


FANTS exhibit food likes and dislikes early in life, and 

they quickly learn to associate the appearance of a food 
with its taste. For this reason, every effort is made to retain 
the original tastes of the foods from which Libby’s are made; 
uniformity of attractive taste characterizes Libby’s Baby 
Foods. As a result of Libby’s exclusive process of homogeniza- 
tion, cellulose cell capsules are ruptured, enhancing the 
availability of nutrients and making for satin-smoothness of 
texture. Libby’s Baby Foods have been fed as early as the 
sixth week of life, providing the infant with many essential 
nutrients which would otherwise be denied him. 


Beets + Carrots « Green Beans + Peas + Spinach + Squash + Vegetable Soup + 
Mixed Vegetables » Garden Vegetables + Liver Soup « Vegetables with Bacon « 
Vegetables with Beef and Barley » Vegetables with Lamb » Apples and Apricots « 
Apples and Prunes Apple Sauce Peaches Peaches-Pears-Apricots » Pears and 
Pineapple + Prunes (with Pineapple Juice and Lemon Juice) » Custard Pudding 


Libby, M¢Neill & Libby - Chicago 9, Illinois 
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Seconds Ago 


THAT TYCOS WAS IN HIS POCKET! 


ES—we actually timed it! In exactly 17 seconds 

you can take the Tycos Aneroid out of your 
pocket—zip open the case—circle the arm once—and 
hook it on. 
It’s at work before your patients know it! No shifting 
around to accommodate the Tycos because it’s accur- 
ate in any position. The sharp black numerals on the 
white dial are easy to read even in a dimly lighted sick 
room. And the hook cuff never slips or balloons out at 


The Tycos 
Aneroid 


the edges—never throws those readings off. 

Above all, your Tycos is accurate. We’re running a 
test right now that proves your Tycos Aneroid is 
built to last a lifetime. Down through the years it’s 
guaranteed to be accurate as long as the pointer 
returns within zero. Only $32.50 complete with zipper 
case and 10-year triple guarantee. Available today at 
your surgical supply dealer’s! Taylor Instrument 


Companies, Rochester, N. Y., and Toronto, Ontario. 


The Binoc 
Clinical 
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Relief from Sunburn and other simple burns is 
Prompt and lasting when you prescribe Nupercainal. 
Containing the anesthetic of longer duration, Nupercaine, 

it is equally effective in the treatment of hemorrhoids 

and other conditions requiring surface analgesia. 


Nupercainal 


NUPERCAINE ® (brond of dibucoine) 
NUPERCAINAL ® (brond of dibucoine ointment) 


For further information, write Professional Service Division 
CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
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ITS DELICIOUS TASTE 


is appreciated by the bland diet patient 


A 


Successful dietary restriction is possible only when the pre- 
scribed diet provides sufficient gustatory appeal to avoid 
monotony and drabness. Experience has shown that most 
patients find it difficult to subsist on foods which are “color- 
less” and largely tasteless. 


Malt-o-Meal, an enriched farinaceous wheat cereal flavored 
with toasted malt, adds attractiveness and taste appeal to any 
bland diet. Its unique and delicious taste is enjoyed by all 
patients, hence this cereal can be eaten daily or more often if 
necessary. Malt-o-Meal is bland and residue-free (fiber content 
0.4%). It is applicable whenever a bland, easily digested cereal 
food is required, as in peptic ulcer, colitis, dysentery,, esophageal 
stenosis, dysphagia. In addition to the basic nutrients provided 
by wheat, Malt-o-Meal supplies significant amounts of thia- 
mine, riboflavin, niacin, and iron. 


CAMPBELL CEREAL COMPANY, Minneapolis, Minn. 


wheat cereal 


of wi 


Malt-o-Meal, an enriched 

flavored wi 
toasted malt, provides per 
ounce (dry weight), 0.29 mg. 
of thiamine, 0.13 mg. of ribo- 
flavin, 1.09 mg. of niacin, and 
2.00 mg. ofiron. Thus Malt-o- 
Meal provides appreciably 
more thiamine, riboftavin, and 
iron than does whole wheat, 
and 78% of the niacin content 
wheat. 
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This compact unit, adequate for all fluoro- 
scopic and most roentgenographic needs, 
does not require a special room or com- 
plex wiring; it can be placed in an office 
of average size and is readily installed or 
moved without technical assistance. 

It is self-contained, operates on the same 
circuit as the office lights—110-120 V., 
50-60 cycles, A.C.—through an ordinary 
wall receptacle. . . . Simple to operate, 
economical to maintain, PROFEXRAY 
serves admirably as a diagnostic aid ap- 
plicable in everyday practice. The patient 
does not have to leave the office... . It 
produces sharp films and clear fluoros- 
copy, with the patient in either the hor- 
izontal or upright position; tube and 
screen adjustments are easily and quick- 
ly accomplished. . . . Physicians are in- 
vited to request office demonstration. 


PROFESSIONAL EQUIPMENT COMPANY 
615 South Peoria Street, Chicago 7, Iilinois 


Sfeoroscopic woud $ 895 
Fluoroscopic Screen 
Koentgenographic Unit — 


Professional Equipment Co. 
615 S. Peoria St., Chicago 7, Illinois 


Gentlemen: Your representative may arrange for a demonstration of Profexray in my office. | assume no obligation on this request. 


JAOA-7-47 
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For long-lasting alleviation of pain 


and restoration of function in arthritic 
patients, systemic rehabilitation has 
been found the most rational regimen. 

Darthronol is widely accepted as an 
important therapeutic factor in the 
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of the contained massive dosage of 
vitamin D, the improvement of appe- 
tite, decrease of pain, restoration of 
normal digestive function and general 
well-being—which so frequently fol- 
low adequate dosage of Darthronol— 


13 


systemic rehabilitation of the arthrit- all tend to hasten recovery and the 
ic. The beneficial antiarthritic effects return to a gainful occupation. 


EACH CAPSULE CONTAINS: 
Vitamin D (Irradiated Ergosterol).... 50,000 U.S.P. Units 


Vitamin A (Fish-Liver Oil). ....... - 5,000 U.S.P. Units 
Ascorbic Acid. ......... 
Thiamine Hydrochloride... ... 
Riboflavin. ..... 2 mg. 
Pyridoxine Hydrochloride. 0.3 mg. 
Calcium Pantothenate. mg. 
Mixed Tocopherols............ 4 mg. 


toe the 


DARTHRONOL 


J. B. ROERIG AND COMPANY e 536 Lake Shore Drive « Chicago 11, Illinois 
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For nearly forty years D&G 
has specialized exclusively 
in the development and 
manufacture of sutures. As a 
result the Davis & Geck 
line is so complete that it includes 
a suture of known standard 
and predictable behavior 
for every surgical need. D&G 
sutures are obtainable through 
responsible dealers everywhere. 


DAVIS & GECK, INC. 


57 WILLOUGHBY STREET - BROOKLYN 1, N. Y. 


NEW PERFORMANCES 
WITH YOUR OLD MACHINE 
Long years of usage gradually de- 


plete the emitting characteristics of 
electron tubes. 


Efficacious 
Medicated Gauze 


It is often quite amazing to note 
the extent of increased output and 
improved control which a new set 
of tubes will create. 


Your surgical supply house or elec- 
tronic parts distributor can prompt- 
ly supply UNITED diathermy tubes 
for practically every type of short 
wave machine. 


WRITE FOR LEAFLET 


STRASENBURGH (%. 


PHARMACEUTICAL CHEMISTS SINCE 1886 


UNITED ELECTRONICS 
COMPANY 
NEWARK 2 :: NEW JERSEY 


Rocnester, New York 
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Ease and 


Convenienee 


Patient Comfort 


CYSTOSCOPY 


Physicians everywhere have welcomed this KELEKET GU X-Ray 
Combination. They find that its design and convenience features 
make it ideally suited for cystoscopic and urographic procedures. 

The KELEKET urological table is powerfully geared to permit 
quick, accurate, finger-tip adjustment to any position from Tren- 
delenburg to vertical. For vertical-position radiography, the patient 
rests comfortably on combined buttock rests and large, deep knee 
crutches. 

The bucky diaphragm has a self-centering tray. Stainless steel 
buckets at both ends of drain pan permit drainage in any position. 

Operating ease is further enhanced by the exclusive KELEKET 
Multicron Control, which performs automatically many x-ray ad- 
justments ordinarily made manually. 
qeeeeeee’ For complete details ask your nearest KELEKET representative 
for Bulletin No. 106, or write us direct. 


the KELLEY-KOETT 


2377 WEST FOURTH ST. 


Manufacturing Co. 


COVINGTON, 


| 
~ \ 
KELEKET GU TABLE hi 
- with 100 MA 
Multicron Control 
Ws 
i, | 
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Many symptoms of Arthritis are so 
confusing that they make the 
Physician's diagnosis extremely difficult. 

One compensation is that when the — 
diagnosis indicates chronic Arthritis, 
there is available Ertron—Steroid 

Complex, Whittier . . . more widely 
prescribed than any other antiarthritic. 
Ertron is safe. 


ERTRON 


Steroid Complex, Whittier 


sterol —wrater Process 
actyation-products 
a< 
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NEW (4TH) EDITION JUST READY 


A MANUAL OF THE 
COMMON CONTAGIOUS DISEASES 


By PHILIP MOEN STIMSON, A.B., M.D. 


Associate Professor of Clinical Pediatrics, Cornell University Medical College; 
Visiting Physician, Willard Parker Hospital, ete. 


12mo, 503 pages with 67 illustrations and 8 plates, 6 in color 
Flexible binding, $4.00 


This work has been recognized as the finest The bibliographies have been brought up to date 
single clinical contribution to the field of com- and include three types of references: those ot 
municable diseases. Few texts are so carefully edited articles of historical importance; those referred to 
and so thoroughly up to date. It is reliable and in the text and those giving noteworthy descriptions 
authentic and the material, when controversial, is pre- of the subject. New illustrations, including six col- 
sented impartially. Much of the work has been re- ored plates have been incorporated. This reliable 
written and much new material has been added manual is stripped of all non-essentials. The book 
without unduly increasing the size of the book. A can be recommended highly to the student of medi- 
new chapter discusses the place of the sulfonamides cine or of public health and to the practitioner who 
and the antibiotics in the treatment of the common wishes the latest accepted opinions in this field. The 
contagious diseases. The chapter on poliomyelitis principles of contagion and serum reactions are fully 
is essentially new and contains material that is be- _ discussed and the treatments for all diseases are 
lieved to be available in no other work. included. 


Washington Square LE A & FEBIGER Philadelphia 6, Pa. 


f) [ ] | PROFESSIONAL 
—Send for | 


the Current Catalog 


Professional size, professional 
type, professional looking... 
pure-white vellum cards. We 
know how because we make 
In “EXCEL-PRINT”™* millions. Send for free catalogue 
Raised Lettering listing these cards and all other 


doctor's statio 3 
SAVE on your DRUG 


FOR CONVENIENCE and SUPPLY NEEDS 
90 (==) 


eo ee 2000 for $5.50 SEND FOR 
PHYSICIANS’ DRUG & SUPPLY CO. Reg. U.S. Pot. OF. FREE CATALOGUE | 


THIRD AND CALLOWHILL STS. 
PHILADELPHIA 6, PA. henna 


Please send me your Current catalog. 

; PROFESSIONAL PRINTING COMPANY, INC. 
Americas Largest Printers ta the Professions 
15 East 22nd Street » New York 10, New York 


| 
| 
bo 
PHYSICIANS | 
| 
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ADJUST THE UNIT not the patient. 
Exceptionally flexible for position- 
ing. Any exposure made quickly, 
without inconvenience to patient. 


Set two knobs from easy-to- 
read exposure charts . . . take 
o any desired picture in a mini- 
mum of time. 


‘\ SO EASY TO USE. 


NOU... RADIOGRAPHY MADE EASY 


@ “Too large . . . clumsy . . . slow to set up . . . requires expert operation.” 


All of these are time-honored objections—and ALL OF THEM ARE OVERCOME 
with the new American Electric Mobile Unit. Here at last is a practical 

answer for the practitioner who wants to do his own radiography 

and fluoroscopy. 


There's no costly installation . . . merely plug in and use. Set two fool- 
proof dials from easy-to-read technique charts. And when you're finished . . ~ 
store it in the corner or closet . . . out of the way but ready for instant use. 


Because this unit is so advanced in design and construction, American 
Electric stops endless service charges with a radically new service and guar- - 
antee policy never offered before. This policy tells you . . . before you buy 

. . exactly what repairs (if any) will cost | year or 5 years or anytime from 
purchase. The attached coupon will bring you full details. 


~ AMERICAN 


A DIVISION OF THE / 


167 W. FOURTH ST. 


Great New 


COVINGTON, KY. 


THE AMERICAN ELECTRIC CO. 
167 W. 4th St., Covington, Ky. 


GENTLEMEN: 
Send New Detailed Literature only. Check [) 


Please have representative call regarding the 


AE Mobile Unit. No obligation. Check [) 
ADDRESS... 


ZONE... STATE... 


KELLEY-KOETT MFG. CO. 
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Tue LANTEEN DIAPHRAGM is rigid in one plane, therefore easy to place. When largest com- 
fortable size is fitted, if entering rim lodges against cervix, trailing rim 
cannot be forced into pubic arch. 


Lanteen jelly has three important advantages: 


1. Reliable . .. spermicidally effective. 
2. Tenacious in its viscosity. 
3. Non-irritating . . . Non-toxic. 


Offered only through the medical profession. Complete 
package sent physicians on request. 


LANTEEN MEDICAL LABORATORIES, INC. © CHICAGO 10 
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UNITS? 
PENICILLIN TROC 


HIGH POTENCY. Each Penicillin Troche-C.S.C. contains 5,000 
units of Crystalline Penicillin G Potassium. In consequence 
relatively high penicillin saliva levels are attained for maximal 
therapeutic efficacy in fusospirochetal (Vincent’s) infection of 
the gingivae, mouth and pharynx, and certain other oral infec- 
tions responsive to penicillin. 


SLOW DISINTEGRATION. Penicillin Troches-C.S.C. dissolve slowly 
within the mouth, a process which requires from one to two 
hours. Thus prolonged action is possible from a single troche. 


ADHERES TO PALATE. Lenticular in shape, Penicillin Troches- 
C.S.C. readily fit into the curve of the hard palate, adhering 
to the mucosa on gentle pressure from the tongue. A penicillin 
depot is thereby established from which the antibiotic diffuses 
into the saliva and to all recesses and crevices of the mouth. 


CRYSTALLINE POTASSIUM PENICILLIN &. Penicillin Troches-C.S.C. 
contain Crystalline Penicillin G Potassium Salt. This form of 
penicillin is highly purified, has a potency of not less than 1435 
units per milligram, and is penicillin G. 


CSC 


A DIVISION OF Ba 
(OMMERCIAL SOLVENTS (ORPORATION 


17 E. 42nd Street rose) New York 17, N.Y. 
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NION CORPORATION “LOS ANGELES 38, CALIF. 


“general muscular stimulation ... acceleration of 


metabolism ... vasomotor stimulation’ * 


*Kov: R.: Electrotherapy and 
heresy, 1942, p. 153. 


HY DROGALVANIC 
THERAPY 


in Arthritis, Rheumatism, Neuritis, Sciatica, Peripheral Nerve In- 
juries, and allied conditions. Valuable in Functional Rehabilitation. 


The New TECA 
Two Circuit Units 


provide effective, safe, flexible, convenient hydrogalvanic therapy. 


© TANK TREATMENTS, with new tank arrangement. 
© FULL BATH TREATMENTS, in any standard bathtub. 


FOR HOSPITAL AND OFFICE 


Write for detailed information 
TECA CORPORATION, 220 W. 42nd st., New York 18, WN. Y. 
Distributors in Principal Cities 
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Hemoglobin megeneration 
In Hiypochromic or secondary Anemias especially during Adolescence’ 
pregnancy and Lactation Nutritional Deficiencies Convalescence the 
Menopaus® and followins Hemorrhage 
with its FERROUS GLUCON ATE, whole liver concentrate and viramin 
B Complex» is complete jpematinics combining the essential ingredie® tS 
for effective hemoglobin cegencracion : 
GREATER TOLERANCE iMPROVED agsoretio’ 
FASTER REGENERATION 
capule contains 
Livet Concentrate (1-5)- AY grains Riboflavin. 
of 50, 100. and 500 
| 
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Even under the handicaps of travel or vacation accommo- 
dations; a mother can easily prepare a safe formula for her 
infant... by just adding cooled boiled water to Biolac 
@according to the physician’s directions. The simplicity of 
sl preparation (dilution only) minimizes possibilities of formula 
P\4 contamination even under adverse conditions. 
&y In addition to safety and simplicity of preparation, Biolac 
~@ formulas provide complete nutrition when supplemented 
Easily calculated .. . quickly pre- with vitamin C. No chance omission of needed vitamins, 
pared. 1 fl. oz. Biolac to 1% fi. oz. carbohydrates or iron can occur. Biolac simply and ‘safely 
water per pound of body weight. affords nutritional elements for optimum health. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE + + NEW YORK 17, N. Y. 


Biolac 


“BABY TALK” FOR A GOOD SQUARE MEAL 
Biolac is a liquid modified milk, prepared from whole and skim milk, 
with added lactose, and fortified with vitamin B,, concentrate of vitamins 
A and D from cod liver oil, and iron citrate. Evaporated, homogenized, 
and sterilized. Biolac is available in 13 fl. oz. cans at all drug stores. 
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A product for 


Oral Use 


Nutritional Anemias 


Made from whole liver substance 


dehydrated at a low temperature so as to retain maximum enzyme, 
and vitamin values and defatted as well, so as to eliminate rancidity 
and other offensive factors of dehydrated fats. 


in TWO products 


No. 305—with high B-Complex and Iron. 
No. 405—containing a half-gram of Liver with Iron only— 
no additional B-Complex added. 


Physicians’ Samples Upon Request 


Professional Foods 


219 First Street, S.W. 
Cedar Rapids, Iowa 
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Because they have personally found TAMPAX so 
uniquely comfortable, safe,'?*** adequate and 
dainty—nurses frequently suggest the use of this 
internal menstrual guard to their patients. 
Secure in the knowledge that their recommen- 
dations have wide professional endorsement, 
they are glad to introduce this intravaginal 
tampon to all women of menstrual age. 
e For more than ten years, progressive 
nurses in hospitals, in private 
duty work and in industry have 
highly favored TAMPAX for its obvious 2 
advantages. During the war, and since, 7 uae 
the Army and Navy have purchased (i 
TAMPAX for nurses in the various 
theatres. And now young women just ™ 
starting their careers are being taught 
the TAMPAX method in numerous nursing 
schools throughout the country. 
e Three absorbencies of TAMPAX 
(Regular, Super, Junior) are available 
to meet individual requirements. 
Professional supplies freely available. 


J.A.M.A., 128 :490, 1945. 

Am. J. Obst. & Gyn., 48 :510, 1944. 

Am. J. Obst. & Gyn., 46 :259, 1943. 

West. J. Surg. Obst. & Gyn., 51 :150, 1943. 


TAMPAX 


THE INTERNAL MENSTRUAL GUARD OF CHOICE 


ACCEPTED FOR ADVERTISING BY THE JOURNAL 
OF THE AMERICAN MEDICAL ASSOCIATION 


me — — 
y TAMPAX INCORPORATED, Palmer, Mass. 

‘ CO Send literature and professional samples. 

PS, 0 Quote prices on TAMPAX for office use. 


(Please Print) 


A.O.A. 7-7 


q 
7 
; 
i 
3 
| 
1. 
2. 
‘ 
4. jv 
— 


truction 


In the management of human ills, 
the use of well-chosen dietary supple- 
ments is a valuable aid to the recon- 
struction of nutritionally defective pa- 
tients. 


In the production of Vitaminerals, 
scientific laboratory control and the col- 
lective effect of nationwide clinical 
experience are combined to bring the 
doctor maximum effectiveness in cor- 
recting nutritional defects by controlled 
dietary supplementation. 


There is a place in every case for nu- 
tritional improvement—and a correctly 
formulated Vitaminerals for the doc- 
tor’s purpose. 
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“CONDITIONS 


stools—Periods 


“ADVANTAGES 


Twofold Natural Therapy: Br 
yeast enzymatic action helps re-establi 


minerl oper dose is ot 


“Fer Effective Bowel Management 


An Emulsion with Brewers Yeast 


Otis E. Glidden & Co., Inc., 518 Davis Street, Evanston, Illinois 
MAIL Please send literature and trial supply of ZYMENOL. 


THIS 
COUPON 
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“Diarrhea and 
Dysentery are 
no problem now” 


Cereal Lactic, a natural cereal product, high in lactic acid con- 
tent, rich in enzymes, minerals and vitamins, is more than an 
emergency treatment for Diarrhea and Dysentery. While it 
usually affords prompt relief, it also helps sustain the healthy 
condition of the gastro-intestinal tract. 


Thousands of physicians say: “I know of no other product that 
has brought results as quickly and thoroughly in treating 
Diarrhea and Dysentery and other gastro-intestinal disorders.” 


Physicians’ samples, including complete information, available 
on request. 


CEREAL LACTIC 


Two Forms: “IMPROVED VITAMIN” and “ANTACID AND ABSORBENT" 


Y= Widely prescribed 

Cary 
N 


CEREAL LACTIC COMPANY 


Woodward, lowa 
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BLOOD PRESSURE | 


Substantial, sustained, smooth is the 
descent in blood pressure in the 
average hypertension patient with Black 

DIURBITAL. Cardiotonic action and Genuine 
heart-easing diuresis add to the re- Pigskin 
lief when the mercury may descend 52B 
as much as... No. 


70-80 mm. 


Each DIURBITAL Tablet contains: EXTERIOR 

@ Genuine Pigskin Leather 

Theobromine Sodium - @ Chrome-plated expansion lock 
Salicylate @ Leather covered steel frame 


Ph i @ Welted seams 
@ Sturdy double handles 


INTERIOR 
@ Selected fine lining 


@ Compartment for blood pres- 
sure apparatus 
@ Adjustable leather strap for bottles 


4 @ side pocket 
D | (i The GENUINE PIGSKIN bag is made in the following sizes: 
” Wi H h 
BOTTLES OF 25 AND 100 TABLETS 


GRANT CHEMICAL COMPANY, INC. Order from Your Favorite Surgical 


95 MADISON AVENUE, NEW YORK 16, N. Y. Supply Dealer 


LOW VOLTAGE THERAPY 


Has won a definite place in Medicine. The Galvanic and Sinu- 
soidal Currents have become established as an essential corol- 
lary of medical practice. 


The McIntosh Polysine Generator is definitely recognized as the 
leader in Low Voltage Equipment as may be evidenced by 
preference shown by leaders in medicine. 


A Remarkable Opportunity 


By an unusually fortuitous circumstance, you 
can purchase a genuine McIntosh Polysine Gen- 


erator at a considerable saving if you act at once. Fd petsagerd 
McIntosh 
Please use the coupon. ”” No. 1410 Poly- 


sine Generator 


MelNTOSH ELECTRICAL CORP. 


229-233 N. California Ave. 
Chicago 12, Illinois 


| 
‘| 
F 
Ask for Samples and Literature Se 
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—— | 
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| 
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XPeriences fo, 


acceptance of his 


Yes, experience is the best teacher in smoking too! 


T wAS their experience during the wartime 
I shortage of cigarettes which taught people 
the big differences in cigarette quality. People 
smoked many different brands then—whatever 
brand was available. And so many more smok- 
ers came to prefer Camels as a result of that 
experience that now more people are smoking 
Camels than ever before. However, no matter 
how great the demand, we don’t tamper with 
Camel quality. Only choice tobaccos, properly 
aged, and blended in the time-honored Camel 
way, are used in Camels. 


According to a recent Nationwide survey: 


More Doctors SMOKE CAMELS 


B. J. Reynolds Tobacco Company, Winston-Salem, N. C. than any other cigarette 
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IN THE AIM TOWARD 
OPTIMAL FETAL DEVELOPMENT 


Evidence accumulated during the past 
several years indicates decisively that 
maternal nutrition to an appreciable ex- 
tent influences fetal development. An 
optimal nutritional state in the expect- 
ant mother usually makes for a stronger 
infant at birth and also lessens the fre- 
quency of postpartum maternal morbidity. 

Satisfaction of the greater nutrient 
needs of the last two trimesters of preg- 
nancy is facilitated through the routine 
use of the delicious food drink made by 


mixing Ovaltine with milk. This dietary 
supplement provides in abundance the 
important nutrients which are needed 
in greater amounts during the period 
of gestation. It provides generous quan- 
tities of biologically adequate protein, 
B-complex and other vitamins includ- 
ing ascorbic acid, and the important 
minerals, calcium, phosphorus, copper 
and iron. Its delicious taste, ready digest- 
ibility, and low curd tension makeit espe- 
cially well liked by the gravid woman, 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL; 


Three servings daily of Ovaltine, each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


CARBOHYDRATE 
CALCIUM 


VITAMIN A 
VITAMIN Bi 
RIBOFLAVIN . 
NIACIN 
VITAMIN C 
VITAMIN D 


*Based on average reported values for milk. 
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6 POTENT REASONS!! 


For Making The Q-V CORPORATION 
Your Source of Supply ...... 


1. Q-V_ operates its own tablet room to 4. You are able to maintain proper control 
supply fresh, potent vitamin, mineral and of your cases, which is lost if the patient 
nutritional tablets daily. buys the SECOND lot elsewhere. 
2. These products are shipped “direct to 5. Through the elimination of all middle- 
-you” only immediately upon receipt of your man commissions and expenses, a better dis- 
order. pensing setup for you is assured. 


3. This policy affords maximum protection 6. Tablets are distinctive in design, appear- 
to your practice, our slogan being, “Secure ance and color so can not be duplicated 
This Product From Your Doctor.” elsewhere. 


... Stepped Up Multiple Vitamins ° Minerals... 


DIONOL OINTMENTS 


Established in U. S. A. in 1917 for 
safe and effective dressings for 
Proctology, vaginal dressings, 
nasal treatment, and dermal ap- 
plication have never been sur- 
passed. Specify the type desired 
for a free testing sample. 


Testi and 
Free 
request. 


THIRTY YEARS OF ETHICAL 
Q-VITA, I-N-X AND DIONOL 
PREPARATIONS 


The Q-V Corporation 


Successors to Q-VITA—DIONOL—I-N-X and FARR Laboratory 
KALAMAZOO, II, MICHIGAN 


AOA 7-47 
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what bulk more gentle 
than liquid? 


Modern scientific practice concedes the necessity for bulk in the physiologic 
mechanism of evacuation. The natural stimulus for the peristaltic 


reflex is distention of the bowel lumen, not mucosal irritation. 


SAL HEPATICA, by simple osmosis, increases the bowel’s liquid content; 
the fecal residue is softened, and gentle fluid bulk is the result 


The degree of activity of this balanced saline is easily controlled by dosage. 


For gentle yet speedy relief, prescribe 


Hepatie, 
3 MEAT HAR Ties 
A Professional Product of BRISTOL-MYERS COMPANY 


19 West 50th Street New York 20, N. Y. 


= 
+ 
CATHARTIC | 
| 
| 
| 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Journal A.O.A. 


lions 


From a study of the ARTHRITIC problem over the past fourteen years: 


Neglect, misunderstanding and a defeatist attitude are the chief reasons 
for seven million cases of arthritis and other rheumatic conditions in 
this country today. 


The time to treat arthritis for optimal results is in the pre-arthritic 
stage, the early chronic and above all during the acute stage. 


WE INVITE YOU to visit us at our booth during the National Con- 


vention. 


NEW INFORMATIVE MOTION PICTURES will be in continuous pro- 
jection on our particular methods of Diagnosis and Results ob- 
tained. Pictures of actual patients demonstrating continuing results 
over periods of 5 to 12 years after treatment. 


STAFF MEMBERS will be present to answer inquiries regarding your 
patients. 


COMPLETE INFORMATION will be available on our procedures, 


which we offer as a supplement to your own office methods. 


YOU WILL FIND us at Booth No. 41. 


OUR PROGRAM 


Comprehensive diagnosis—to discover the causative factors responsible. 


Treatment fully outlined to you in Case Abstract to correct causative 
factors eliminating the need for institutional care in most cases. 


Our continuing cooperation—in the management of your referred 
patients. 


We Invite Your Inquiries 


OTTAWA ARTHRITIS SANATORIUM AND DIAGNOSTIC CLINIC 


900 EAST CENTER STREET OTTAWA, ILLINOIS 


“A registered Osteopathic institution” 
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You can’t keep your hands in a glass case 


... Dut you CAN use TRUSHAY! 


TRUSHAY protected hands are soft and supple. They will appeal to fastidious patients. 

More and more professional men and women are recognizing the advantages of this 
sensible corrective for the drying effects of frequent scrubbings. TRUSHAY does not interfere 
with the hygienic cleanliness produced by soap and water because it is used BEFOREHAND. 

TRUSHAY contains no glycerin, is not sticky or gummy. It guards against excessive 
depletion of the skin’s natural lubricant . . . aids in keeping the epidermis pliant and unbroken. 

Your patients will appreciate TRUSHAY for their personal use, too. Recommend it with 
confidence and the assurance of their appreciation. 


A product of BRISTOL-MYERS COMPANY, 19 West 50th Street, New York 20, N. Y. | 


< 
TRUSHAY 
a 
THE “BEFOREHAND” LOTION 
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FILM LIBRARY OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


Sponsored by Committee on Professional Visual Education 
Ralph W. Rice, Chairman; Hal K. Carter, Wallace P. Muir 
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Experiences With Laminagraphy 


Report of a Case of Platybasia* 


EUGENE R. KRAUS, D.O., F.A.O.C.R. 


Attending Roentgenologist, New York Osteopathic Clinic 
New York 


Andrews in describing the visualization of a single 
layer of tissue termed this method body-section ra- 
diography. When Kieffer applied for his patent in 
1929 he described his device as an x-ray focusing 
machine; later, in conjunction with Moore the name 
“laminagraph” was adopted. The laminagraph used 
both in the New York Osteopathic Clinic and in my 
office is a comparatively new development in ra- 
diography and differs in some important respects from 
all other models for body-section radiography. At this 
point, it might be interesting to note that when the 
State Department of Welfare recently inspected our 
Clinic, they praised us for our improvements and 
singled out as the greatest improvement the addition 
of the Kieffer type of x-ray apparatus. This is official 
praise indeed. 

A study of the literature shows that in 1921 
Bocage in France patented a machine which he called 
a biotome, but this remained theoretical and never got 


beyond the blueprint stage until it was perfected in | 


1938. In 1930 Vallebona constructed a machine which 
he called a stratigraph, wherein the tube and film were 
stationary but the patient was rotated on a revolving 
platform. This was a rather awkward method although 
it embodied the same fundamental principles under- 
lying all types of body-section radiography. 


The first practical machine in Europe was devel- 
oped by Grossman and Chaoul in 1935 whereas the 
laminagraph we use was developed independently in 
this country in 1936. The machine of Grossman and 
Chaoul synchronized the movement of the film and 
the tube in a pendulum action during which the tube 
described an arc. Kieffer maintained that he discovered 
the principles of body-section radiography independent- 
ly in 1928 and designed his practical unit in 1929. 
Speaking of his invention he says, “At that time I was 
entirely unaware of the previous work done by Bocage 
and others in 1922. On account of poor health, the 
beginning of the depression and the skepticism of men 
I tried to interest, I was unable to have the machine 
built until I met Dr. Moore in September 1936.” He 


*Read before the postgraduate study group of the New York 


then goes on to say that Moore was impressed with 
the possibilities and persuaded the authorities at Wash- 
ington University~ to finish its construction at the 
Mallinckrodt Institute. The first test was so success- 
ful that the machine was soon put to clinical use, and 
in the ensuing 2 years the laminagraph became one 
of the major developments in x-ray diagnostic methods. 
Since its use an extensive literature has developed on 
the subject, mainly because of resulting increased ac- 
curacy of diagnosis in many conditions which were 
heretofore obscure when examined by conventional 
radiography. 

Moore, speaking of the fundamental principle 
involved in body-section radiography, said that it lies 
in the mathematical laws of light and optics (Fig. 1). 
He showed that if a recording medium and source of 
light were made to move synchronously in opposite 
directions about a fixed axis, the shadows of the object 
remained constant in size and in relationship to the 
source of light. If another object were placed in the 
beam of light and out of the plane of rotation of the 
light and the recording medium, its shadow would 
be inconstant in size, definition and relationship to the 
source of light. Thus it was only a question of time 
until the principles involved in visible light would be 
applied to invisible light or x-rays. 


The first approach to the laminagraph by an in- 
dividual who is accustomed to a conventional radio- 
graphic machine is confusing. However, familiarity 
with the use of the machine gradually dispels the 
confusion, and constant use leads to enthusiasm. The 
cardinal principle of body-section roentgenography is 
that the tube, film, and section to be roentgenographed 
shall be in relative motion to one another (Fig. 2). 
This would mean that the x-ray tube and film must 
move symmetrically in opposite directions and the 
section to be x-rayed be in constant focus. To simplify 
this still further, we might say that if'we were unable 
to go through a part, we could go around it. 


Body-section radiography, then, may be defined 
as that type of x-ray examination whereby a prede- 
termined section, plane, or layer of the body may be 


visualized to the more or less complete exclusion of 
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Fig. 1. Illustrating principles of body section radiography. 
(A) The cube and sphere are in alignment in a beam of light; 
the shadow of the cube obliterates that of the sphere on the 
recording medium. (B) The beam of light and the recording 
medium move on the same axis as that of the sphere; shadows 
of the cube and sphere are separated. (C) Reverse of the 
preceding movement. 

Reproduced from article by S. Moore, M.D., Am. J. Surg. 
46 :309, Nov. 1939, by permission of the publisher. 


all other layers. The size of this predetermined layer 
usually varies between 2 and 5 mm. 

There are many methods whereby this may be 
accomplished and each designer has reasons for con- 
sidering his unit the most satisfactory. Those inter- 
ested in evaluating the difference between various 
apparatus can refer to articles by Andrews, by Kieffer, 
and by Moore. The laminagraph, by virtue of its 
various component motions, is considered the ideal unit 
available at the present time. 

Figure 3 is an illustration of Kieffer’s early 
laminagraph, reproduced from Andrews’ article, 
“Planigraphy, Introduction and History.” Kieffer’s 
description of the machine follows: “The roentgen 
tube (T) is mounted on rails so that it may be moved 
in any direction in a horizontal plane. Motion is im- 
parted to the roentgen tube through a rigid system 
connected to a rotating disk (R) which is motor driven 
and by which means a circular or spiral motion may 
be imparted to the tube. The roentgen tube and rotat- 
ing disk system are connected to the roentgen film 
(F) by a lever hung in gimbals (P). The motion of 
the roentgen tube and rotating disk system is therefore 
transmitted by the lever to the roentgen film (F) 
which, with a slotted diaphragm, is mounted on rails 
so that it also may be moved in any direction in a 
horizontal plane. The plane of the object which will 
be projected is determined by the position of point 
(P) which is adjustable on the lever and upright tube 
stand.” 


Fig. 2. Planigraphic meth- 
od, “stratigraphy” (Valle- 
bona). A pendulum-like arm 
is attached to the upright 
standard by a pivot, the 
height of which is adjust- 
able. At the upper end of 
the pendulum the roentgen 
tube is fixed while at the 
lower end a cassette tray is 
fixed. The patient is placed 

on a table between the 
roentgen tube and the cas- 
sette tray. 

Reproduced from article 
by J. R. Andrews, M.D., 
Am. J. Roentgenol. 36:575- 
587, Nov. 1936, by permis- 
sion of the author and 
publisher. 
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All types of body-section radiography displace 
underlying and overlying structures while keeping the 
desired level in sharp focus. This is one of its im- 
portant differential departures as compared with con- 
ventional radiography. Due to the thinness of the layer 
in focus, and relative blurring of other planes, the 
marked contrast obtained in conventional films is ab- 
sent on the laminagram. However, this is compensated 
for by the startling clarity of the desired object. The 
following clinical applications will make this apparent. 

The uses of laminagraphy are still largely unex- 
plored and apparently limitless. The literature on the 
subject for the last 10 years shows that the method 
was first applied to conditions in the chest. Today 


there are very few hospitals that treat diseases of the 
chest without recourse to some form of body-section 


Fig. 3. Kieffer’s early laminagraph. See text for ex- 
planation. 

Reproduced from article by J. R. Andrews, M.D., Am. J. 
Roentgenol. 36:575-587, Nov. 1936, by permission of the 
author and publisher. 


radiography. Gradually other portions of the body 
were explored by different investigators. Howes 
demonstrated lesions of the larynx, Epstein lesions in 
the skull and sphenoid sinuses; others demonstrated 
lesions in the cervical portion of the spine, particularly 
at the atlanto-axial area. Smith and Miller described 
the use of the laminagram in osteomyelitis. Since it 
showed abscesses at different levels, it avoided the 
surgeon’s treating just one abscess and ignoring the 
others which was frequently the case with conventional 
radiography. Another orthopedic use was the visual- 
ization of fractures through a cast. Lately Epstein 
and Davidoff have demonstrated its effectiveness in 
ventriculography which is particularly interesting since 
Moore in an extensive discussion on laminagraphy in 
Nelson’s “Diagnostic Roentgenology” maintained that 
laminagraphy was unnecessary where contrast media 
were employed. 

Although the use of laminagraphy is apparently 
limitless, nevertheless it has several disadvantages. 
the greatest being that studies require considerable 
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Fig. 4. Sternum in its entirety, anteroposterior view; also 
visualizes clearly the sternoclavicular joints. Note clarity of 
calcium focus which is at 2 cm. level in the anterior medi- 
astinum. 


care, training, and time. In addition the machine is 
expensive and the number of films necessary is con- 
siderably more than for ordinary x-ray studies. How- 
ever, the fact that it helps make more accurate diag- 
noses outweighs all other values. It must be 
remembered that laminagraphy supplements conven- 
tional x-ray studies and its use is for cases which 
present difficult diagnostic problems. 

The obvious use of laminagraphy is for the ob- 
servation of isolated anatomical parts which under 
ordinary conditions are obscured by superimposed 
structures casting shadows and interfering with clear 
visualization as in the thorax. Here the- parenchymal 


Fig 5 
Figs. 5. 
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structures are partly obscured by the overlying anterior 
and posterior ribs and conversely, the viscera fre- 
quently cast unwanted shadows over the vertebrae 
and ribs. If one desires a clear postero-anterior view 
of the sternum, the spine, ribs and viscera superim- 
pose, and if one tries to visualize the spinal joints in 
the thoracic area, it proves impossible by conventional 
methods since the component parts of the costoverte- 
bral joint obstruct clear vision. In passing one may 
point out the particular value of laminagraphy in the 
teaching of the regional anatomy in the living since 
this method takes one section of the body at a time. 

Except for one tomographic film borrowed from 
a tuberculosis center, our material is based on 18 
months’ experience with the Kieffer laminagraph. 
(Tomographs are obtained by means of simple recti- 
linear motion whereas laminagrams are produced by 
a complex spiral motion which eliminates all parts in 
an unwanted plane). Our presentation will begin with 
a discussion of the chest. Cuts starting at the front of 
the chest take a section which clearly delineates the 
sternum and sternoclavicular joints (Fig. 4) ; by con- 
ventional radiography, it is not possible to show a 
postero-anterior view of the sternum nor can we satis- 
factorily demonstrate the sternoclavicular articulations. 
With laminagraphy, the overlying structures such as 
the spine, ribs, and heart, are completely blurred out. 

Starting at the posterior portion of the thorax, one 
can easily demonstrate the spinous processes, then the 
ribs. Proceeding forward the vertebral bodies (Fig. 5) 
are demonstrated and finally at a deeper level one 
reaches the root of the lung at which point the bifurca- 
tion of the trachea into primary and secondary bronchi 
can be demonstrated together with the relationship of 
the pulmonary vessels to the bronchi (Figs. 5a and 
5b). Such fine structural relationships cannot be de- 
fined by the usual x-ray methods. 

Not only does laminagraphy help us discover 
pathological entities that are not visualized by ordinary 
roentgenography, it also prevents us from making 
errors in diagnosis such as mistaking for “glands” in 
the hilar region on the conventional film that which on 
the laminagram proves to be a prominent pulmonary 


Fig. 5 


_ ft Laminagraph at 6 cm. level showing the posterior mediastinum. The ribs and vertebral bodies are clearly 
visualized. Sa. Same case at 9 cm. level showing the root of the lung with the bifurcation of the trachea; also visualizing 
branching bronchi and divisions and subdivisions of blood vessels. 5b. Same case at 10 cm. level still showing the root of the 
lung, some structures being clearer than at the 9 cm. level. Arrows point to the larynx which is clearly visualized. 
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Fig. 6 Fig. 6a 


Journal A.O.A, 
July, 1947 


Fig. 7 Fig. 7a 


Figs. 6. Conventional radiograph showing infiltrated area of the right upper lobe. No distinct cavitation is observed. 
6a. Same case with cavity visualized by body section radiography. A cavity this large was not suspected. 7. Conventional 
film showing an atelectatic area of the right upper lobe. 7a. Laminagraphic method outlining the tumor in its entirety and 
showing invasion of the right lower lobe. Diagnosis was made preoperatively and confirmed at operation. Note elimination 


of rib shadows. 


artery. Frequently from the conventional film, cavities 
in the lungs are suspected; many times these prove to 
be artefacts formed by blood vessels traversing an area 
at different levels, and just as frequently unsuspected 
cavities are demonstrated with the employment of 
body-section radiography (Figs. 6 and 6a). Pulmonary 
areas. suspected of being atelectatic frequently are 
shown to be distinct neoplasms in the lungs or medi- 
astinum, or both by the use of laminagraphy (Figs. 7, 
7a, 8, 8a 

Doubtful cases of cystic lung disease may be veri- 
fied by this method and differentiated from pleural 
shadows, localized pneumothorax, and subpleural em- 
physematous bullz. Wilson demonstrated an opaque 
foreign body which proved to be a tooth obstructing 
the bronchus in a lung abscess; on the ordinary film, 
this was considered to be a calcified focus in the right 
hilum. 

Lesions in the upper thoracic spine have ever 
been a plague to the roentgenologist and a tax on the 
ingenuity of the technician. Demonstration of lesions 
in the lateral thoracic spine is facilitated by dividing 


Fig. 8 Fig. 8a 
Figs. 8. Conventional film showing atelectatic area in the 
left lung. Diagnosis indeterminate. 8a. Laminagraph outlines 
clearly the neoplasm occupying most of left upper lobe and 
mediastinum. Diagnosis was made preoperatively and proved 
at operation. : 


the study of this region into two parts ; the upper three 
thoracic bodies and the lower cervical segments (Fig. 
9) are studied separately from the thoracic vertebre 
below the third (Fig. 10). Laminagraphic studies 
eliminate the overlying shoulder girdle and ribs, thus 
giving a clear view of the thoracic spinal joints and 
bodies. 

Laminagraphy of the cervical portion of the spine 
and temporomandibular joints is a revelation. In the 
atlanto-axial region, by the use of proper sectioning, 
we are able to see the occipito-atlantal and atlanto- 
axial joints with a clarity which is unbelievable (Figs. 
11, lla). The overlying teeth, occiput, mandible, and 


Fig. 9. Laminagraph of cervicothoracic region. Note 
elimination by blurring of clavicles, scapule, and ribs giving 
clear view of first, second, and third dorsal vertebre. 


of 
552 EXPERIENCES WITH LAMINAGRAPHY—KRAUS 
& 
— 
¥ 
hey 


Volume 46 
Number 11 


Fig. 11 


Figs. 10. Laminagraph showing dorsal bodies clearly. Note clarity of articular processes to which arrows point. Ribs 
are completely blurred out. 11. Conventional atlanto-axial study. lla. Same case. Laminagraph showing clearly occipito- 
atlantal and atlanto-axial joints. The occiput, teeth, and jaw joints have been blurred out. Note that upper portion of odon- 


toid process is on a lower level than the occipito-atlantal joints. 


maxilla are eliminated (Figs. 12, 12a). The temporo- 
mandibular articulations stand out in arresting contrast 
to the poorly defined view one sees on the conventional 
film (Fig. 13); no stunts or trick methods causing 
discomfort to the patient are necessary. 

In the lower portion of the back, we are able to 
visualize each particular joint by selecting different 
levels. The sacroiliac joints can be clearly seen, frac- 
tures can be visualized, anomalies may be studied more 


satisfactorily and their exact nature more clearly un- 
derstood. Asymmetries which are frequently thought 
to be calcium disturbances on the conventional film also 
can be more thoroughly evaluated (Figs. 14, 14a, 
14b, 14c). 


Fig. 12 


The accessory sinuses of the nose are a very fertile 
field for study by the level method. Using conven- 
tional radiography it is sometimes difficult to make an 
accurate diagnosis of conditions in the deep sinuses, 
namely the ethmoids and sphenoids (Fig. 15). In 
several cases we have been able to demonstrate cloud- 
ing of these sinuses by laminagraphy when we were 
unable to do so by conventional films. The visualization 
of these cavities and associated structures by sectioning 
is so clear cut that the writer feels it will only be a 
question of time before laminagraphy will become 
routine in the diagnosis of recalcitrant sinus involve- 
ment. These studies may be made both by coronal 
and sagittal sections. 


Fig. 13 


Figs. 12. Laminagraph at 6 cm. level showing clearly the occipito-atlantal joints. Note joint on right side is narrowed 
and on left side widened, thus visualizing an occipito-atlantal osteopathic lesion. 12a. Same case at 7 cm. level visualizing 
atlanto-axial joints most distinctly. The one on the left is narrowed and the right larger. This suggests the probability of a 
compensating lesion secondary to the occipito-atlantal variation on the right. 13. The temporomandibular joint clearly visual- 
ized. Such clarity is impossible in any other form of radiography. 
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Fig. 14 Fig. 14a 


Figs. 14. 
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Fig. 14b Fig. 14c 


Conventional 15 degree view of lumbosacral region showing bilateral sacralization of the fifth lumbar vertebra. 


14a. Laminagraph of same case at 5 cm. level shows spinous processes and rudimentary lumbosacral joints. The sacralization 
cannot be visualized. 14b. Laminagraph at 6 cm. level of the same case shows the spinal joints clearly, and the fusion of the 
transverse processes with the top of the sacrum. 14c. Same case at 8 cm. level. Note blurring of spinous processes, spinal 
joints and area of sacralization. The sacral promontory and sacroiliac joints are clearly visualized. 


Another region difficult to demonstrate heretofore 
without torturing the patient was that of the petrous 
tips in mastoid disease. The bewildering confusion of 
superimposed structures in the skull can be resolved by 
selection of whatever area is desired for laminagraphic 
studies. 


The following case presentation will serve to show 
how it is possible to analyze a difficult structural 
anomaly and also to report the demonstration of this 
anomaly, platybasia, for the first time by laminagraphy. 


CASE HISTORY 

Male, age 57, height 5 feet 214 inches, weight 96 pounds; 
unemployed chauffeur, was admitted November, 1946, with the 
chief complaint of pain of 6 months duration in the extremities 
and back. The pain followed the sciatic distribution im the 
lower extremities and radicular pain followed the ulnar dis- 
tribution in the upper extremities. He gave a long history of 
various illnesses, characteristic of an individual constitutionally 
below average. Report of cystoscopic examination in 1930 
revealed one kidney. The other was probably congenitally 
absent. Fracture of the right frontal and malar bone in an 
automobile accident in 1941 with complete recovery was 
reported. 


Physical examination showed an asthenic male with a 
sallow complexion. No significant pathology was found in the 
head. There was an absence of the superior portion of each 
auricle; the jaws were edentulous. The lower cervical portion 
of the spine was enlarged laterally. There was tenderness on 
palpation of the lower part of the neck, and motion in the 
cervical region was restricted. The thorax was normal and 
other findings including blood studies and chemical analysis 
were normal. 


Conventional x-ray studies showed six lumbar vertebre 
with spina bifida occulta of the sixth. They were bilateral 
cervical ribs which fused with the shafts of the first ribs. 
There was a curve with the convexity to the left in the lower 
cervical area and the contour of the lower three cervical 
bodies was irregular. Anteroposterior view of the upper 
cervical area was not very clear, while the lateral view 
showed disk absorption between the second, third, and fourth 
cervical bodies (Fig. 16). The first cervical was somewhat 
obscured by the occiput and the odontoid process was above 
the level of a line drawn from the posterior margin of the 
hard palate to the posterior rim of the foramen magnum. 


Laminagraphic studies were then done al levels of 6%, 
7 and 7% cm. from the table top with the patient supine 


(Figs. 17, 17a, 17b). At the 6% cm. level there was noted a 
congenital absence of the upper portion of the lamina and 
pedicle on the right side of the axis. The atlas was not visual- 
ized nor were the other vertebre in focus. At the 7 cm. level 
the malformed part of the axis was no longer in focus. The 
atlas was beginning to be visualized and the second, third, 
and fourth bodies were seen to be distinctly fused. At 7% em. 


Fig. 15. Laminagraph at 8 cm. level shows clearly the 
sphenoid sinus in the center and at each side the deep ethmoid 
sinuses. Note the ethmoid on the left is slightly clouded. The 
sphenoids can also be visualized well in the lateral views. 
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Fig. 17 


Fig. 17a Fig. 17b 


Figs. 16. Conventional film of a case of platybasia showing the odontoid process high above the level of the hard palate 
and projecting deep into the foramen magnum. Note fusion of second, third, and fourth cervical bodies. 17. Laminagraph 
at 6% cm. level showing congenital anomaly of the second cervical segment. The atlas is not visualized at this level. 17a. 
Same case at 7 cm. level visualizes the atlas and odontoid process and shows the latter to be high above the level of the 
occipito-atlantal articulation when compared with the normal. Platybasia is thus demonstrated, probably for the first time 
by laminagraphy. 17b. Same case at 7% cm. level again showing the high position of the odontoid process and visualizing 


level the fusion of the bodies was again visualized and the 
atlas was seen distinctly and noted to be closer to the occiput 
and foramen magnum than is the case in the normal patient. 
The odontoid process was seen to be invaginated into the 
foramen magnum. 

The diagnosis of Klippel-Feil syndrome with platybasia 
was made. As the name implies, platybasia is « flattening of the 
base of the skull and is usually a congenital anomaly of the 
occiput and upper cervical region. However, this may also be 
an acquired condition as a result of osteoporosis as in Paget's 
disease or rickets. Its chief characteristic is cephalic displace- 
ment of, the odontoid and clivus. This may cause symptoms 
referable to the central system and simulate syringomyelia, 
multiple sclerosis, and cerebellar lesions. 

COMMENT 
The writer is reporting this case since, to his 
knowledge, it is the first instance of platybasia to be 
demonstrated by anteroposterior laminagrams and to 
show the distinct anatomical variations caused by this 
condition. Normally the level of the occipito-atlantal 
joint is well above the tip of the odontoid process and 
the petrous ridges appear as V-shaped structures. In 
platybasia, the odontoid is seen above this level and 
extends into the foramen magnum while the petrous 
ridges lose their V-shape and assume a drooping hori- 
zontal attitude. 
SUMMARY 
Laminagraphy has been discussed. Its chief value 
lies in the removal of shadows of overlying and under- 
lying parts. It should be particularly valuable to the 
osteopathic physician in demonstrating sections of 
joints in puzzling cases, particularly where full in- 
formation is not obtained by ordinary methods. This 


the comparatively low position of the petrous bones in relation to the atlas. 


method affords an excellent opportunity for research 
in the demonstration of Still lesions. 

For satisfactory studies of the sternum, certain 
chest conditions, temporomandibular, and upper cervi- 
cal joints such studies are actually a necessity. New 
uses for laminagraphy are discovered constantly. The 
only objections to its use are that it is time consuming, 
expensive, and requires considerable training. 

A case of platybasia visualized by ordinary lateral 
films of the cervical portion of the spine but more dis- 
tinctly visualized, for the first time in medical literature 
as far as I know, by anteroposterior laminagraphic 
studies, has been reported. I feel that laminagraphy 
demonstrates the details of platybasia more satisfac- 
torily than conventional radiography. 
39 East 54th St. 
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twentieth anniversary year. 


In the medical section, the following subjects are offered: 
“The Clinical Use of Streptomycin,” “Anticoagulant Therapy 
in the Treatment of Thrombosis,” and “Narcoanalysis and 


TWENTIETH ANNIVERSARY 


The Spring issue of Harofe Haivri (The Hebrew Medical 
Jowrnal), a semiannual bilingual publication, inaugurates the 


YEAR OF HAROFE HAIVRI 


Narcosynthesis.” Under the heading of historical medicine, 
there appears a treatise in which are discussed the classical 
pronouncements on medical ethics by Asaph who lived in the 
ninth century. 

The original articles are summarized in English to make 
them available to those who are unable to read Hebrew. 
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In the Ohio Refresher Course at Columbus, Octo- 
ber, 1946, C. R. Nelson gave a series of lectures and 
demonstrations under the title, “Postural Analysis and 
Its Relation to Systemic Disease.” The central topic 
of this excellent discussion was the laterally tilted pel- 
vis and resultant spinal curvatures. 

A note of appreciation to Dr. Nelson brought an 
acknowledgment by proxy from the late Dr. Ray G. 
Hulburt containing the statement: “This is a subject 
on which not enough has been said or written.” 


Inference from this remark is that the subject 
is one to which not enough consideration has been 
given by the profession at large. A belief in its funda- 
mental osteopathic importance and a wish to inspire 
more general and serious thought about it have 
prompted the writing of this paper. 

At the outset, while it must be presumed that 
most of us are familiar with the skeletal distortions 
concerned in the pelvic tilt syndrome, there seems no 
logical way to approach the subject without a fairly 
thorough analysis of this elementary matter. 

As a starting point it seems well to copy Dr. 
Nelson’s expedient of taking the assumption that the 
initiatory lateral pelvic tilt has just now, accommodat- 
ingly, occurred and that we are witnessing the resultant 
structural alterations in sequence, from their first stage 
—as pictured in Figure 1. 

Starting, then, with a leftward pelvic tilt as 
shown, the first step is a slant to the left of the sacral 
base. A leftward tilt of the fifth lumbar vertebra 
follows inevitably because of two factors: the strength 
of the lumbosacral periarticular structures and the 
great weight of the body mass bearing down upon this 
point in the spine. These factors prevent the occur- 
rence of any great degree of separation at the lumbo- 
sacral joint. The same factors, though in lessening 
degree upward, are still of sufficient importance to 
create a similar inertia in the spinal joints above it, 
and are of consequence in the general picture. 

Therefore, the first step in the hypothetical picture 
is, so to say, a “pointing” of the whole spinal column 
leftward and upward. This poses an impossible con- 
dition, however, since it shifts the larger part of the 
body mass to the left of the mid-heel line. The body 
is therefore out of balance, and precisely at this point 
the subject’s centers and functions of balance go into 
action. This incurs, of course, the immediate response 
of muscles, their function being exerted toward the 
end of pulling the displaced body mass back to normal 
status quo, that is, to the point where its center of 
gravity once more coincides with the mid-heel line, 
or lies within it. But this muscular effort also meets 


the difficulty of overcoming the before-mentioned 
inertia of spinal joints. The necessary separation of 
spinal articulation cannot be obtained in just one 
joint or even in two or three. It requires the area 
or span of several vertebrae to supply “give” enough 
to allow the body mass to be pulled back on center— 
the result being the curve shown in Figure 2. 


Tilted Pelvis 
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It will be seen here that there is still a maldistri- 
bution of body weight. Note that the spine, having 
been warped into a curve which traverses the lumbar 
and lower thoracic segments, now crosses the mid-heel 
line at the top of the curve, from which point ii is 
directed obliquely to the right and upward. Thus, 
though some portion of the lower trunk remains out 
of balance to the left of the mid-heel line, that portion 
is more than counterbalanced by the upper body mass 
now shifted to right of mid-heel line. 

Since this posture calls for further adjustment, 
the muscles again go into action, this time to pull 
the spine, in its upper reaches, leftward, with the over- 
all result shown in Figure 3 

Thus is pictured the double scoliosis, the orthodox 
outcome of gravitational force as exerted in the syn- 
drome. In practice there are many variations, but it 
constitutes the main theme on which they are played. 
Often there might be added to Figure 3 a cervical 


Fig. 2 Fig. 3 
curve back to the left. Again, the readjustment of 
balance is sometimes accomplished by means of several 
smaller curves to left and right of mid-heel line. But 
the objective is always the same: to equalize the dis- 
tribution of body mass and weight on both sides of 
mid-heel line; to replace the center of gravity of the 
trunk in its normal position in that line. 

The spinal picture in this syndrome is one of 
manifold complications from the viewpoint of the 
science of physics, per se. There is, of course, the 
elementary fact that the spine acts as the lever upon 
which force is exerted by the muscular element to 
obtain the necessary shifts of weight. But the spine 
is no rigid lever and cannot be classified in any one 
of the three orthodox types of lever named in a 
physics text. It is a flexible lever composed of twenty- 
four more or less movable segments. Further, it would 
seem that the various segments of this lever must 
act also as fulcrums—as so many fixed points on 
which the weight of the trunk rests as it is shifted 


by muscular action on the various planes and in various 
directions from the base upward. 
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Doubtless this also describes the mechanical 
functions of the spinal column under normal struc- 
tural conditions, but obviously in this picture those 
functions are hampered materially by structural de- 
rangement. Resultant deviations from normal me- 
chanics fall mainly into five classifications : 

1. Hypomotility of spinal joint 

2. Hypermotility of spinal joint 

3. Disturbance of costovertebral, costochondral, 
and costosternal joints 

4. Disturbance of pelvic joints 

5. Disturbance of muscle function 


Hypomotility is an inherent characteristic of lat- 
eral curvature, since within its scope the vertebrae are 
tilted. Tilting causes approximation of the joint facets 
on the concave side of the curvature, also a concen- 
tration of weight-bearing on these facets. Since, con- 
versely, tilting also causes separation of the facets on 
the opposite or convex side of the curvature, there 
is a stretching of the periarticular structures on that 
same side. Similarly, the intervertebral disks are 
compressed on the concave side and stretched on the 
convex side of the curvature. These features vary 
in degree in the various segments, but the effect, in 
sum, is a partial fixation of those segments involved 
in curvature. Another possible factor may arise from 
the vertebral rotation which is incident to curvature, 
in that the involved joints, soft tissues, and disks may 
be subject to torsion, and thereby to increased tension. 


With large sections of the spine in hypomotility, 
there are other, smaller areas where the previously 
mentioned causes of fixation are absent or at a mini- 
mum. These are marked by the points at which the 
spine approaches and crosses the mid-heel line—in 
other words, those sections located near the termini of, 
and between, the curvatures. Here, the included seg- 
ments are forced to assume more than their normal 
share of the burden of necessary motion, and are 
therefore hypermotile. 


In the costal involvement, rib joints to front and 
back are distorted, especially in the planes of curva- 
ture. There is tendency to rotation lesions of ribs, 
disturbance of interrelative rib position, tendency to 
approximation of adjacent costal surfaces leading to 
pressures upon intercostal nerves, and general dis- 
turbance of chest muscle action due also to disturbance 
of relative rib position. In severe degrees of curva- 
ture there is often marked deformity of the thoracic 
cage. 

As to the pelvis in lateral tilt, a tendency to 
lumbosacral and sacroiliac joint strain is inevitable, 
this being caused by the abnormal oblique direction 
of weight pressure on these articulations. Hyper- 
motility of the lumbosacral joint may develop. Also, 
there is frequent development of separation of the 
sacroiliac joint on the higher side of the pelvic tilt, 
with resultant hypermotility. On the lower side of 
the tilt, this joint is subject to jamming and strain 
because the center of gravity of the pelvis is often 
shifted toward that side and it therefore takes more 
than its normal half-share of the weight imposed from 
above. 

Much less clear than the osseous-articular pic- 
ture, is that of muscle involvement. Of prime im- 
portance here is the necessity of prolonged periods 
of splinting of the distorted axial skeleton. Bent as 
it is in two or more areas, there is constant tendency 
for these bends to be exaggerated under pressure of 
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body weight, as long as the subject is standing erect, 
which with the average person is a good share of the 
24 hours. The question arises as to whether 
involved muscles are able to keep up continuous tension 
during such long intervals. From available textbook 
information, and also from clinical observation, it 
seems evident that they can. According to the latest 
edition of Howell’s “Textbook of Physiology,” the 
inference is that, given the presence of continuously 
acting stimuli, muscle not only can maintain continu- 
ous contraction, but in such event may pass into a 
morbid state of extraordinary shortening which is ir- 
reversible. This is a qualitative statement lacking 
quantitative data—lacking information as to the sort 
or duration of stimuli required to produce the irrever- 
sible states—lacking guides leading to ideas as to 
which pathological states of shortening might be con- 
sidered permanent, and which others, if any, might 
be reducible by appropriate treatment, osteopathic 
manipulation for instance. 


In sum, it seems evident that at the present time 
research does not give answers useful to the osteo- 
pathic purpose. This deduction is borne out by the 
conclusion in Howell’s “Textbook of Physiology” re- 
garding one of the types of myopathy, namely that 
termed “contracture.” David P. C. Lloyd,? who con- 
tributed the chapter on “Functional Activity of 
Muscle,” writes, “One should not leave the subject 
of contractures without a word of warning to the 
effect that many of the foregoing possibilities are just 
that, and require much experimental verification yet 
to be advanced.” Discussion and research on this sub- 
ject by the osteopathic profession should be interesting 
and profitable, bearing as it would on that seemingly 
controversial matter, the muscular lesion and the rela- 
tive importance of soft tissue manipulation. 


Proceeding to discussion of etiology, the outstand- 
ing cause of lateral pelvic tilt is the short leg. It 
seems probable, from personal observation and from 
a great number of x-ray records that at least half 
the population, including the greater percentage of 
the ubiquitous low-back cases, is afflicted with this 
defect. Excellent postural x-ray studies made of my 
patients over a number of years by J. W. Keckler of 
Canton, Ohio, have shown with monotonous regu- 
larity at least a small difference in the comparative 
levels of the heads of the femurs. 


As suggested by Dr. Nelson at Columbus, the 
difference in leg length may, in a large percentage of 
cases, be due to trauma sustained, at some time during 
the period of growth, to the centers responsible for 
the longitudinal growth of the long bones of the leg 
—namely, the junctions of epiphyses with diaphyses. 
Trauma at these points conceivably may retard or 
stimulate the lengthwise growth. 


However, one must not forget foot troubles, exist- 
ing in unilateral or in differential bilateral incidence, 
as a factor in short leg effect. The prevalence of 
weakened or fallen longitudinal arch, or pronation of 
foot, and bony anomalies of the foot must reasonably 
occupy a large place in accounting for differences in 
the height from foot sole to femur head. Tilting of 
the os calcis laterally or posteriorly on its articula- 
tions with the talus is frequent. Probably collapse 
of the metatarsal arch, or flattening of the transverse 
arch, or both, may be factors, especially as they may 
place abnormal strain on ligaments, particularly those 
holding the os calcis, talus, navicular, and cuboid in 
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assembly, thus aiding in tilting that foundational bone, 
the os calcis. Also, in an vecasional case, I have found 
what appeared to be an underdeveloped os calcis. In 
one subject measurement from base to top of posterior 
surface showed a full % inch shortening in the left 
os calcis as compared with the right. 

Of consequence also are those causative factors 
present in the pelvis itself. Of these, the most fre- 
quent is anomaly of the sacral facets articulating with 
the fifth lumbar vertebra, or of the joint processes 
on which these facets are mounted. Inequality here, 
though it does not constitute pelvic tilt in a strict sense, 
causes tilt of the lowest vertebra which initiates spinal 
curve in a manner analogous to tilt of the whole pelvis. 
Again, rarely, there is a tilt of the sacrum or entire 
pelvis, apparently due to some obscure anomaly of the 
ilia, or sacrum, or both, difficult or impossible to de- 
tect even with x-ray aid. Lastly, lest we forget, there 
is the time-honored sacroiliac lesion—the “slipped 
innominate” of yore. There is doubt, however, whether 
there often exists a rotated ilium of sufficient chron- 
icity to initiate a settled spinal curve. No doubt the 
acute anterior or posterior rotation of the ilium creates 
strain and tendency to curve, because it certainly could 
cause a tilt of the pelvis. But experience shows that 
the acute ilial displacement is almost invariably cor- 
rectable, or in time will right itself unaided—this 
barring cases due to exceptionally heavy trauma. As 
to any other apparent exceptions found, there would 
be legitimate doubt as to whether the ostensible re- 
maining ilial tilt was indigenous to the sacroiliac joint 
or to the presence of pre-existing chronic pelvic tilt 
due to causes hereinbefore outlined. In fact, the whole 
preconception of rotated ilia, as diagnosed by mal- 
alignment of the ilial landmarks, is thrown into ques- 
tion because of the extremely frequent incidence of 
lateral pelvic tilt and of bony malformations in the 
lower half of the skeleton, including the ilium itself. 

The prevalence of these bony anomalies has, from 
our standpoint, both fortunate and unfortunate aspects. 
Fortunate, because knowledge of their existence gives 
us a better background for diagnosis and treatment 
than in the years before we had that knowledge, or 
having it, failed to evaluate it properly. Fortunate 
again because their incidence, at least so far as vital 
structural disturbance is concerned, is practically con- 
fined to the lower part of the skeleton from the first 
lumbar segment down—whereas if they were com- 
monly found more widely distributed they would make 
the prospect of accurate diagnosis and correction of 
structural defects a baffling and futile business. Un- 
fortunate, because even as things are, the diagnosis 
and proper evaluation of all elements in this syndrome 
present difficulty enough, especially in cases of lesser 
degree, in which there is the less marked dislocation 
of skeletal landmarks, and if treatment is attempted 
without radiographic aid. 

The typical physical picture in the pelvis and 
lower part of the back presents four main features: 

1. Difference in level of iliac crests and spines 


2. The mass of spinal structures laterally dis- 
placed in subcostal space 

3. Lower ribs retracted on concave side, ab- 
normally prominent on convex side, of 
curvature 

Superficial tenderness of tissues on convex 
side of curvature and deep tenderness on 
concave side. 
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The low-back features are much more easily de- 
tected manually and visually than are those higher up, 
since the curve is usually more pronounced in the 
lower part of the back, and is more visible and _pal- 
pable because no ribs are there to mask the picture. 
Further, as hereinbefore stated, there are many modi- 
fications of the usual double curve occupying the 
thoracic and lumbar areas, and these are very hard 
to outline, at least in the thoracic region, without the 
aid of x-ray. Added to the above features, there is 
almost invariably a series of joint lesions and rigid, 
sore muscles scattered throught the entire spinal 
area. Often there is a well-define.. curve in the cervi- 
cal region, which will, incidentally, almost always be 
in the opposite direction to the topmost curve in the 
thoracic portion of the spine. 

As to technic of physical examination for this 
syndrome, it is of course best to place the patient 
both in prone and standing postures. I have not found 
that the standing posture has any particular viriue 
over the prone, except in very young subjects whose 
spinal structure may not have become “set” into typical 
distortion. These latter cases may conceal in great 
degree either pelvic tilt or spinal curve while the 
weight is off the feet; if the basic trouble is short leg, 
they may show neither one. Finally, no physical cx- 
amination is complete without thorough inspection of 
the feet. And, of course, there is no biological law 
to prevent the coexistence of two or more causes of 
the typical distortions of pelvis and spine. 

In correct diagnosis and treatment of all cascs 
having the less marked physical signs, and especially 
those with the atypical adjustments of spinal curves 
to weight balance, the use of radiography is impera- 
tive. In fact, x-ray examination is highly advisable 
in all cases. X-ray pictures will more than pay their 
cost to the patient in added “know-how” in dealing 
with his case, and hence in results obtained. 

In consideration of treatment, it is well to bear 
in mind that it will apply mostly to the cases due to 
tilting of the normal pelvis by trouble located below 
it. Anomalies of pelvic bones constitute a problem 
in which changing of pelvic level, with a view to the 
essential levelling up of the fifth lumbar segment, 
may not be practicable because the pelvis may have 
to be adjusted to an off-level position to accomplish 
that objective. Treatment, then, becomes a matter 
of a doubtful compromise between existing bad spinal 
condition and possible strain of sacroiliac joints, 
though an occasional patient with fortunate coinci- 
dence of, for instance, inequality of sacral facets and 
a short leg on the side of low facet may be at least 
partially relieved by the customary employment of heel 
lift or other shoe alteration. 

In treatment of pelvic tilt, it is my practice to 
make the correction slowly, since a too sudden and 
wide change in heel height may induce some little dis- 
comfort, especially in the older patients or those hav- 
ing rheumatic or arthritic tendencies. I therefore start 
with no more than a % inch correction and proceed 
with similarly small fractions until full correction is 
made. Thus the “set” of disk, ligament, and muscle, 
acquired in long enduring curvature is not too forcibly 
affected, but is molded into normal shape by easy 
stages. 

The feet also may present a problem as we han 
dle them in shoe alterations. As little as % inch lift 
to heel creates quite a difference in what my shoe 
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repairman calls “pitch” of the shoe, involving an ap- 
preciable shift of weight onto the forward part of 
the foot. This is not well borne by persons with a 
weak arch or pronated foot, or by overweight and 
elderly patients, or those with the frequent combina- 
tions of these conditions. 

In order to forestall this ill effect, instead of using 
the heel lift alone, I often resort to one of four other 
expedients. First, for small elevations of ¥% inch or 
Jess, a complete insole is used, provided a large enough 
shoe is worn to avoid crowding the foot. Second, 
where that is impracticable, an insert as long as is 
comfortable is employed, preferably extending forward 
from the heel to a point just short of the metatarso- 
phalangeal joints, thus minimizing foot-tilt, and fur- 
nishing some measure of support to the arches. Third, 
if more than a % inch correction is called for, a layer 
of '¢ inch or less, according to requirement, is taken 
off the heel of the opposite shoe—that of the long leg 
and high side of pelvis. This is particularly applicable 
to women’s shoes in view of their higher heels. 
Fourth, if more than a '% inch total correction is 
needed, more may then be removed from heel of 
the long side; or additional elevation be given the 
foot on the short side, provided this lift is accom- 
panied by a like addition to thickness of sole also, 
in order to avoid the forward pitch and footstrain. 

In the presence of fallen arch or other foot de- 
formity, an interesting possibility is the use of an arch 
support of the insert variety which may act also as 
a lift. 

However, no matter how fully we cover the 
project of straightening pelvis and spinal base, and 
no matter how fine the result, treatment in this syn- 
drome should not stop there. Though it at first seemed 
to me that a readjustment of the spinal foundations 
should cause a correction, after a while, of the spinal 
curves, the facts developed otherwise. At least, cor- 
rection by this method alone bade fair to take such an 
unconscionably long time in the vast majority of cases 
that to wait for it was rather futile. The reason, after 
due reflection, seems to me as follows: The spine, once 
established in curved alignment, tends to be main- 
tained in that alignment by the body weight, which 
exerts, so to speak, a leverage from both ends of the 
curve against the middle. This condition endures as 
long as the subject is standing erect, the result being 
to perpetuate previously established curvatures, even 
after they have had their original basic cause removed. 
In other words, the correction of. pelvic level must 
be accompanied by active counter-forces exerted 
against the curvatures. This, in our language, means 
osteopathic manipulation. And manipulation is needed 
not only to speed up the accomplishment of curvature 
correction, but also to adjust the many articular and 
muscular lesions that occur in the syndrome, including 
those of the feet. 

For curvature correction, the swinging leaf of 
the McManis table is invaluable. As a basic procedure, 
the subject may be placed prone and in conventional 
position on the table in treating the lumbar curvature ; 
and for the thoracic curves, one or more, his position 
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may be reversed, that is, with head toward the foot 
of the table. Thus, in each area, force aided by swing 
of the table may be exerted in a direction against the 
convexity of the curves. 

_ As to pelvis, naturally any sacroiliac maladjust- 
ment or displacement of sacrum requires manual at- 
tention. And the presence of hypermotility of sacro- 
iliac or lumbosacral joints as usual calls for the use 
of the sacroiliac belt, alone, or combined with spinal 
brace. 

Foot troubles may respond to manipulation, exer- 
cise, or, of course, artificial bracing. 

Measures taken at home by the patient are also 
valuable. Of these, the procedure par excellence is 
the simple business of hanging by the hands from a 
horizontal bar. The bar may be placed to best advan- 
tage only slightly above head height, so that the 
patient may keep his feet on the tloor, with knees 
bent, thus allowing a nice adjustment of the amount 
of weight put upon arms and therefore of stretching 
force exerted on the spine. Conventional exercises of 
various types may be used also, according to discretion 
and the patient’s abilities. 

As has been emphasized before, in the nature of 
things, results must be rather slow, at least as far 
as marked structural correction is concerned. As in 
all long-term treatment, the patient’s cooperation is 
the most uncertain factor in getting results. How- 
ever, even allowing for that uncertainty, results are 
good—much better, for me personally, than during . 
the many years before I became conscious of the prev- 
alence of the short leg. 

Conclusions based on some 5 years of intensive 
attention to the factors and connotations of this syn- 
drome lead me to declare here that it has had no less 
than revolutionary influence on my concepts of osteo- 
pathic cause and effect. And after all this time it still 
seems to me an interesting—more than that, an as- 
tounding—thought, that so much distortion of so many 
human bodies can result from mere trifling inequalities 
in leg length. More astounding still is the recollection 
of the many years that elapsed before I became aware 
of the obvious fact that so many stubborn tilted pel- 
vises were actually not correctable at all by manipula- 
tive means, and to the reason why they were not. 
Probably the most comforting thought of that era is 
that I wasn’t quite as inept a bone-setter as I so long 
considered myself. 
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Anal Anesthesia by Injection 


FRANK D. STANTON, D.O., F.A.O.C. Pr. 


Boston 


Anesthesia by local injection seems without a 
sponsor. The advances made in the art of general 
and spinal anesthesia and the enthusiasm of the spe- 
cialists in anesthesiology would make it seem that 
there was some sort of conspiracy abroad to discredit 
local anesthesia. 


Since more and more anorectal surgery is being 
done in the office, anesthesia of the anorectal area by 
local injection is of increasing importance. In the 
hospital there are often times when local anesthesia 
in proctologic procedures has advantages. The estab- 
lishment of anesthesia of the perianal and anal tissues 
by local injection is obtained by an effort of but a 
very few minutes. The hazards of all other forms of 
anesthesia are eliminated. In instances where local 
anesthesia may not be employed for one good reason 
or another we must make the next best selection. 


Anesthesia of the anus is not obtained best by 
injecting the anesthetic solution into the muscles. 
Unless the skin is anesthetized either by intent or by 
accident the results will not be satisfactory. If, how- 
ever, the anesthetic is properly injected under the 
integument of the perianal area and the anal canal 
there will be no occasion for injecting the anesthetic 
into the muscle. 


Before inserting the needle into the skin, we 
apply carbolic acid. A stick of wood will hold enough 
of the carbolic acid to make a spot on the skin with- 
out a drop running off the end of the stick. When 
the stick is dipped in the carbolic acid the excess 
should be shaken off and the stick then applied to the 
skin at the point where the needle is to be inserted. 


We use a 25 or 26 gauge sharp needle. The first 
insertion of the needle should not be through the 
skin, but as follows: 


With the syringe properly loaded with anesthetic 
and the air expelled, the needle should be laid with the 
bevel side of the point against the skin and inserted, 
not jabbed, in such a way that it will pick up only 
the very superficial layers. The needle should be in- 
serted sufficiently to bury the opening and a drop of 
the anesthetic injected “into the skin.” The wheal 


which is thus established painlessly gives a desensi-, 


tized spot where the needle may then be inserted 
through the skin. This starting point is usually in the 
right posterior quadrant about an inch outward from 
the margin of the anus. We proceed by injecting the 
solution under the skin to produce a larger wheal, a 
bulging area which causes some ischemia and shows 
us clearly the area occupied by the solution. The 
point of the needle is then moved farther along anter- 
iorly. Injecting as we go and staying close to the 
skin, in the subcutaneous area, we continue until we 
can see that there is some anesthetic deposited under 
the entire skin of the right side of the perianum and 
outward to a distance of about 1% inches. It is usually 
necessary to withdraw the needle from the point of 
original insertion and move over, making a new in- 
sertion farther anterior, being careful to keep within 
the area where the anesthetic can be seen distending 


the skin. In this manner the subsequent insertions of 
the needle will not be felt by the patient. 


Now that we have taken care of the perianal skin 
on the right side we move to the left side, by carrying 
the anesthetic across the skin posterior to the anus, 
The needle is inserted at right posterior and a small 
amount of the anesthetic is carried under the skin 
until we cross the midline. No deep insertion is made 
here at this time. We follow around under the skin 
to the left side and repeat the procedure which we 
described for the right side. 


The perianal skin now being injected to include 
an area about 1% inches wide, we change to a 20 
gauge 1% inch needle. 


With forefinger of the gloved left hand in the 
anal canal, we insert the needle through the perianal 
skin in the right posterior quadrant at approximately 
Y% inch from the anal margin. In teaching this sub- 
ject, even when demonstrating it to doctors, we some- 
times have difficulty in making it understood that the 
injection is to be made just under the integument 
of the anal canal — not into the skin, not into the 
muscle, but into the space between the integument 
and the muscular structures. The perianal skin already 
has been anesthetized, therefore the patient will not 
feel the insertion of this longer needle to a depth of 
at least % to 1 inch. From this point the anesthetic 
should be injected in small amounts just ahead of 
the needle as the needle is advanced upward under 
the skin and the transitional lining. The gloved finger 
of the left hand, which is in the anal canal, enables 
the operator to determine the location of the tip of 
the needle. The presence of the needle on the other 
side of the anal lining can be plainly identified by the 
operator. The bulge of the lining as the injection is 
made can also be felt plainly. 


The needle having been inserted at the right 
posterior quadrant, the injection is carried upward to 
a point just beyond the pectinate line. Withdrawing 
a short distance, the direction of the needle is then 
changed and carried anteriorly but also upward and 
again to a point just above the pectinate line. In a 
matter of seconds the anal lining can be anesthetized 
in the entire area on the right. The needle is then 
withdrawn and inserted in the left posterior quadrant 
in the same manner as on the right side. A little 
experience will make it clear to the operator that it 
will not be necessary to make a separate insertion of 
the needle at the anterior limit of the anus. This area 
is well taken care of when the injections from the 
two sides meet anteriorly. The tissues are soft and 
very little manipulation of the needle completes the 
injection of the anterior areas. At this point a note 
of caution might be in order. Some operators anes- 
thetize far beyond the anal tissues anteriorly. Some- 
times they find that they have interfered with the 
mechanism of the bladder, causing patients to have 
difficulty in urinating. 


When the two sides are completed, we withdraw 
the needle and insert it posteriorly about % inch from 
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the margin of the anus, that is, in the posterior cleft 
but close to the anal canal. The finger still in the 
anal canal guides the operator in advancing the needle 
upward. One of the reasons for leaving this area until 
last is that painful and sensitive conditions often exist 
here and that part of the anesthetization already com- 
pleted usually gives considerable block anesthesia. If, 
as the needle is inserted upward in the midline, a 
small amount of the anesthetic is injected ahead of it, 
no discomfort will be caused to the patient. 

Amounts of anesthetic varying between 10 cc. 
and 30 cc. will be employed for this procedure. We 
sometimes have instances where only 5 cc. are injected. 
Much depends on the type of patient and the pathol- 
ogy. If the patient has large marginal redundant 
formations of skin with considerable prolapse of the 
anal and rectal lining, more anesthetic will be needed 
in order to distend these tissues. Unless the entire 
perianal area is somewhat distended with the anes- 
thetic the operator will not be sure that. anesthesia 
has been established. Operators attempting this tech- 
nic for the first time or times should endeavor to 
follow the details as described. Modifications and 
elaborations will necessitate the use of greater amounts 
of anesthetic and time than necessary. The amounts 
which we use are less than one-third the safety mar- 
gins laid down by the manufacturers. 

Premedication is a simple matter. At our clinic 
a patient is given a capsule of amytal and amino- 
pyrine about 20 minutes before anesthesia is started 
for the operation. In usual cases this is all the medi- 
cation which the patient receives while he is at the 
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clinic. Occasionally a patient who is nervous or ap- 
prehensive and unable to be quiet on the operating 
table is given pantopon, % gr., in the buttock. This, 
in addition to amytal and aminopyrine, usually works 
wonders. 

In the hospital about the same procedure is fol- 
lowed. Some patients must be hospitalized because 
they belong to the Blue Cross. The patient insists on 
the hospital because he feels he is entitled to it. The 
Blue Shield rules require hospitalization. Claims will 
not be paid unless the patient is in the hospital. These 
strange circumstances, we believe, will be corrected. 

In the hospital we give the patient one capsule 
of nembutal, gr. 114, about bedtime the night before 
the operation. In the morning after a light breakfast 
and about an hour before operation he is given an- 
other capsule of nembutal, gr. 114, plus empirin com- 
pound and codeine, gr. %. This medication seldom 
interferes with the patient’s walking from his bed 
to the operating room and again from the operating 
room back to his bed. Patients who walk both ways 
seldom have urinary retention. Patients are required 
to use toilets. Since they will be going home in 1 or 
2 days they are trained to wash with soap and water 
and to change their own dressings. 

Hilton’s law states that a nerve trunk which sup- 
plies the muscles of any given joint also supplies 
the muscles which move the joint and the skin over 
the insertions of the muscles. To paraphrase Hilton: 
The nerves supplying the anorectal musculature also 
supply the skin of the anorectal region. 


419 Boylston St. 


The catch-basket diagnostic category in derma- 
tology is “eczema.” The first important step in a 
discussion of this subject is a realization that the term 
is merely a descriptive one, applied to a group of skin 
diseases which are similar on a morphological and 
clinical basis, and does not denote a disease entity. 
Therefore, these skin conditions which are diagnosed 
frequently as “eczema,” should be considered as sepa- 
rate diseases and classified on a causative rather than 
on a morphological basis. 

According to the older concept, eczema was con- 
sidered to be a disease entity of internal origin’ and 
was described according to its clinical appearance— 
eczema rubrum, eczema papulosum, eczema squamo- 
sum, etc. Clinicians began to realize that the so-called 
“eczema” could be separated into definite dermatoses. 
With increased knowledge regarding causes and better 
interpretation and classification of symptoms, first one 
and then another disease which possessed a character- 
istic and definite nature were extracted from this 
group, until today the term “eczema,” used alone and 
unqualified, has an empty meaning. The term describes 
a more or less characteristic form of cutaneous reac- 
tion. Clinically this reaction consists of erythema, 
edema, papulation, vesiculation, oozing, crusting, lichen- 
ification, and scaling. Practically always it is accompa- 
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nied by pruritus. The histological picture is one of the 
intraepidermal edema, vesiculation, acanthosis, para- 
keratosis and accompanying inflammatory changes in 
the cutis. Therefore, the diseases of the eczema group 
may be similar both from a histological and morpho- 
logical standpoint. 

It is true that, although the various diseases of the 
eczema group may resemble each other, the expert can 
usually distinguish them on clinical grounds. However, 
even he, at times, must resort to other methods and 
further investigation, such as skin and laboratory tests 
and careful evaluation of the history and symptoms. 
Occasionally lengthy observation and study are neces- 
sary to establish a diagnosis. 

Many writers today limit eczema to eruptions of 
proved or known hypersensitivity to external contact. 
Such a limitation greatly decreases the number of derma- 
toses which can be placed in the eczema group and 
may be a satisfactory method of removing the term 
from general usage. Since, however, the laity, the 
general practitioner, and even some dermatologists 
continue to use “eczema” to describe cutaneous re- 
actions produced by a number of causes,? we believe 
that this fact should be considered and its limitations 
brought to light. Therefore, if a skin disease possesses 
certain typical characteristics it may be called “ec- 
zema,” but it should be qualified as to type. It is on this 
broad basis that the following classification of the 
eczema group is made: 
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. Allergic-contact eczema 
. Seborrheic eczema 
. Nummular eczema 
Atopic-neurodermitic eczema 
( disseminated ) 
. Circumscribed neurodermitic eczema 
Infectious eczematoid dermatitis 
. Eczematous drug eruption 
. Mycotic eczema 
. Stasic-varicose eczema 
10. Infantile eczema 

The importance of this group of skin diseases 
should not be underestimated as they predominate 
among those seen by the general physician and rank 
with the common cold as the most frequently en- 
countered of all human ailments. 

ALLERGIC-CONTACT ECZEMA 

Synonyms.—Dermatitis venenata, contact derma- 
titis, eczematous dermatitis. 

This form of eczema plays its greatest role in 
relation to occupations and in industry where its 
hazards are well recognized. Many hours are lost by 
employees, jobs are changed, and even trades and 
professions must occasionally be given up because of 
this incapacitating dermatosis. 

In allergic-contact eczema the skin reacts to an 
external irritant which nearly always reaches the 
epidermis from the outside but, occasionally, may 
reach it from the blood stream after ingestion, in- 
jection, or inhalation. 


Fig. 1. Allergic-contact eczema. 


Mechanism of Reaction —There are three differ- 
ent groups of causative agents, each of which produces 
its reaction in the skin by different means. First are 
primary irritants, such as caustics and acids, which 
produce response by direct action without previous 
sensitization or development of allergy. Second are the 
allergens, extremely numerous and varied substances, 
which produce specific hypersensitivity or allergy. A 
previous contact with the specific substance is generally 
believed necessary before the succeeding contacts will 
produce the allergic reaction. In this group are simple 
chemicals, such as dyes, metallic salts, local anesthetics, 
plants, and cosmetics. The third group consists of 
physical agents such as heat, sunlight, scratching, cold, 
pressure, friction, and moisture. 

In some individuals there is a certain predisposi- 
tion or susceptibility to this type of eczema; that is, 
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some persons become more readily sensitized to numer- 
ous and varied allergens than do others. Many factors, 
however, may play a part in this variability in the 
development of allergic-contact eczema, among which 
are excessive heat, sweating, maceration, trauma, and 
moisture. But with all other factors being equal, the 
greater the quantity and the longer and more intense 
the exposure to an eczematogenic agent, the greater 
the incidence and severity of allergic-contact reactions, 
The reason for the great difference in individual 
susceptibility to allergic sensitization is unknown. It 
does not tend to be familial—a point differentiating 
this type from atopic-neurodermitic eczema which 
often appears in several members of one family, along 
with hay fever and asthma. 

Most cases of allergic-contact eczema clear up 
readily with the removal of the offending substance 
from contact with the skin and with the instigation of 
mild antieczematous measures. Occasionally the condi- 
tion persists long after all contact with the original 
irritant has ceased. The concept of autosensitization 
has been offered to explain this—the idea that the 
patient has become sensitized to products of his own 
damaged cells.* 

The eruptions in allergic-contact eczema are not 
confined solely to the parts which contact the offending 
substance. Severe reactions may spread rapidly to other 
parts and may even involve the entire integument. If 
this is not understood, the diagnosis will often be 
missed. Several explanations might be advanced: (1) 
Such reaction may occur as an autosensitization to 
exudate or to the products of damaged cells; (2) it 
may be one of transepidermal allergy, that is, an 
allergenic substance contacted by the integument is 
absorbed and carried by the circulating body fluids to 
distant parts there to provoke a reaction, and (3) the 
reaction can be due to neurovascular reflex mechanism. 
It is our belief that all of these reactive mechanisms 
can and do occur. 

Diagnosis —This eczematous process can afiect 
any and all areas of the skin but, since it is a reaction 
to external irritants, the areas usually involved are 
those of greater exposure, such as the backs of the 
hands (the palms are usually protected because of the 
thick horny layer), forearms, face, and neck. However, 
though the eruption appears first at the site of greatest 
exposure, it, may be found in other areas, depending 
upon the irritant. If it is a reaction to shoe leather or 
dye, the dorsa of the toes and feet will be involved; 
a hat band will affect the forehead, and a dress, the 
periaxillary, antecubital, chest, and neck areas. Cos- 
metics or nail polish will usually affect the face, par- 
ticularly the eyelids. 

In many cases of allergic-contact eczema, the 
nature of the condition is apparent if one considers the 
history of possible exposure, the location, involvement 
of exposed surfaces, edema (severe edema if loose 
tissues such as the eyelids and genitalia are involved), 
and the appearance of close-set, small, shiny vesicles. 
All of these are distinguishing characteristics. The 
eruption is diffuse with irregular margins and, in the 
acute stage, the picture is one of erythema, edema, 
vesiculation, and oozing, while in the chronic stage the 
skin. is papular, thickened, lichenified, and_ scaling. 
Pruritus is usually severe and a burning sensation is 
frequently present. 

The patch test is most important in diagnosis and 
in determining the substance or substances to which 
the patient may be allergic. The materials suspected are 


| 
i 
| 
4 
| 
| 
x 
‘ 
| 
of 
| 
| 
i 
1 


Volume 46 THE ECZEMA GROUP OF SKIN DISEASES—STOVER AND CRESSMAN 563 


Number 11 


placed in their proper concentration in contact with the 
skin (usually the upper arm), covered first with oil- 
paper or cellophane and then with adhesive tape. The 
patch is left in position for 24 to 48 hours and then 
removed. The area in contact with the suspected irri- 
tant is examined for erythema, vesicules, or papules 
which indicate allergy to the tested material. This test 
should not be performed until after the acute stage of 
the disease has passed because of possible flare-up and 
spreading of the eruption by contact of the testing 
material. 

The positive patch test merely means that the 
patient is allergic to the tested material and not neces- 
sarily that this material is the substance producing the 
eruption. The unequivocal proof is return of the 
allergic-contact eczema upon re-exposure of the patient, 
after complete healing, to the suspected substance un- 
der the same conditions as the previous exposure. 

SEBORRHEIC ECZEMA 

Synonyms.—Seborrheic dermatitis, seborrhea cor- 
poris, pityriasiform and psoriasiform eczematoid. 

Seborrhea merely means excessive oiliness of the 
skin and is due to hyperactivity of the sebaceous glands. 
These glands usually undergo increased activity with 
the advent of puberty. The areas where they are 
numerous, such as the face, scalp, chest, and upper 


back, take on an oily appearance. If this process is’ 


limited to increased oiliness, it is called seborrhea, but 
if it becomes secondarily infected, it is seborrheic 
eczema. 

Mechanism of Reaction.—The etiology of sebor- 
rheic eczema is controversial. Among the factors thought 
to be responsible are: 

1. A constitutional diathesis in which there is an 
inherent hyperfunction of the sebaceous glands with 
excessively oily skin, producing a fertile ground for 
the establishment of secondary infection. This consti- 
tutional diathesis, which infers functional instability 
of the skin with all its ramifications, such as vasomotor 
instability, secretory dysfunctions, lowered resistance 
to infection, and hypersensitivity to external irritants, 
is believed by some authors* to be the primary cause 
of this dermatosis. 

2. Infection by Pityrosporum ovale, a yeast-like 
organism, usually saprophytic but believed to be capa- 
ble of becoming pathogenic under certain conditions in 
seborrheic areas. This is a plausible theory and has 
much to commend it as shown in the works of modern 
investigators.‘ 

3. Endocrine disturbances. The frequent develop- 
ment of seborrhea at the time of puberty points to the 
possible relation between the sebaceous and sex glands. 

4. Other factors. Included in this classification are 
high fat intake, obesity, excessive perspiration, and 
possibly secondary invasion by pyogenic organisms. 

There is no definite proof substantiating the idea 
that a single factor is the cause, and, in all probability, 
more than one factor is necessary for the development 
of seborrheic eczema. The most important agents in 
the causative role are probably the seborrheic state and 
the organism, Pityrosporum ovale, with the other 
factors relegated to secondary roles. 

Diagnosis.—The lesions of seborrheic eczema oc- 
cur as patches of yellowish red macules which may 
become confluent to form rounded, polycyclic or 
petaloid plaques covered with loosely adherent, 
yellowish, greasy scales. The usual locations are in the 
seborrheic areas (those parts of the body where the 


oil glands are numerous and well-developed), such as 
the scalp, forehead, eyebrows, sides of nose, ears, chest, 
axille, and upper back. There is also a bilateral, 
symmetrical, exudative eruption involving the areas 
mentioned, the flexural surfaces, the umbilicus, the 
postauricular region, and the axilla. It begins as an 
erythematous scaly patch and later becomes moist. In 
all probability this belongs under the classification of 
neurodermitic eczema, ‘although many writers include 
it with seborrheic eczema. Its slow response to therapy, 
sudden exacerbations, severe pruritus, frequent bilateral 
involvement, recurrences, and various other character- 
istics all point to the neurodermitic type. 
NUMMULAR ECZEMA 

Synonyms.—Orbicular eczema, parasitic eczema. 

We have mentioned that a descriptive adjective is 
often used to designate a type of eczema. In this case 
the term “nummular” is used to describe coin-shaped 
erythematous plaques consisting of small vesicles or 
papulovesicles. The vesicles are thin-walled and easily 
ruptured. Therefore, they are hard to demonstrate, but 
often ooze and form crusts. The plaques vary in size 
from ™% inch to many inches in diameier, the average 
being the size of a silver dollar. 

The favored location and distribution are the 
dorsa of the hands, extensor surfaces of the arms, the 
extensor and outer aspects of the legs and thighs, and 
the dorsa of the feet. Pruritus is usually quite severe, 
especially at the outbreak of new lesions. 

The cause of this rare eczema is unknown, but it 
has a strong tendency to recur, particularly in previ- 
ously involved spots, resembling a fixed drug eruption. 
Factors which seem to aggravate or predispose toward 
these outbreaks include, according to Sulzberger and 
Wolf:' (1) External irritants such as soap, water, 
chemicals (not related, however, to allergic-contact 
eczema) ; (2) winter weather (recurrences more com- 
mon in this season), and (3) foci of infection. Some 
cases may not respond until these causes are removed. 

In conclusion, we might say of nummular eczema 
that it is a definite clinical entity of distinctive appear- 
ance and unknown etiology; it is slow to respond to 
therapy and has a tendency to recur. 


ATOPIC-NEURODERMITIC ECZEMA 

Synonyms.—Lichen simplex disseminatus, dis- 
seminated neuroderthatitis, exudative eczematoid 
dermatitis, atopic dermatitis. 

This member of the eczema group is imperfectly 
understood, particularly so far as cause is concerned. 
Two major schools of thought have developed; one 
stresses the psychoneurogenic factor,*** and the other 
advances the concept of specific vascular skin hyper- 
sensitivity to allergens.®"*"? Both schools have evidence 
in favor of their views but neither has conclusive and 
unequivocal proof. 

Mechanism of Reaction—The group which stress- 
es the psychoneurogenic factor labels this disease 
neurodermatitis and attacks the problem from this 
standpoint. They consider the constitutional inheritance 
of these patients and usually find an underlying neuro- 
circulatory instability with various abnormalities that 
could be classed as vagotonia, sometimes as sympathi- 
cotonia, and often combinations of both. The general 
signs and symptoms are: Easy fatigability, symptoms of 
neurasthenia and psychasthenia, nervous irritability or 
depression, hyperkinesia, and symptoms of nervous ex- 
haustion. Various other functional diseases coexist in 
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Figs. 2 and 3. Atopic neurodermitic eczema. 


these patients, such as migraine, gastrointestinal dis- 
turbances, vasomotor rhinitis, and asthma. 

Although the underlying constitutional background 
is of utmost importance, precipitating factors play a 
prominent role. The year-round activities of the child 
of today and the stress and strain of high tension work 
that the adult must maintain, in addition to his social 
obligations, marital and economic difficulties, add to the 
exhaustion of an already high-powered and overactive 
nervous system. Social studies made on this group of 
patients showed a great number to be socially mal- 
adjusted. 

The second group of clinicians believes this condi- 
tion should be called atopic dermatitis or eczema, as 
this designates a certain form of allergic hypersensi- 
tivity. Susceptibility to this particular type of sensitivity 
is characterized by familial occurrences, the finding of 
Prausnitz-Kiistner antibodies (also called atopic 
reagins) in the blood serum, and a high incidence of 
other allergic diseases such as urticaria, asthma, in- 
fantile eczema, and allergic vasomotor rhinitis, in the 
familial and personal history. Of large numbers of 
these patients given skin tests by the scratch method, 
50 per cent gave positive reactions to foods and en- 
vironmental allergens. As a group they manifest as 
strong and as polyvalent hypersensitivity as is found 
in asthma and vasomotor rhinitis. A high percentage 
of passive transfer reagins, or Prausnitz-Kiistner 
antibodies, was found. 

These observations indicate strongly that this 
dermatosis belongs to the atopic group but conclusive 
proof is still lacking since this eruption has not been 
reproduced regularly in these individuals by exposure 
to their allergens as have hay fever and asthma. Fur- 
thermore, the removal of the proved allergen does not, 
in most cases, clear up the eczema. 

Since there are strong points in favor of each 
concept of the cause of this dermatosis, but neither has 
been conclusively proved, the proper approach in 
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understanding and management requires recognition 
of the possibility that both the neurogenic and allergic 
factors play a part in its production. If, in cases where 
allergy is suspected, the eruption clears up after re- 
moval of the causative allergens from contact with the 
patient and recurs on repeated contact, proof of aller- 
genic etiology is conclusive. On the other hand, no 
allergens may be found, but a careful history with dis- 
creet questioning may bring out a psychoneurogenic 
factor which, if not the sole cause, plays a most im- 
portant etiologic role. These eruptions often develop 
or flare into greater activity when the patient jis 
exposed to nervous and emotional strain. 


Diagnosis —In a description of atopic-neuro- 
dermitic eczema three phases may be considered: 
(1) infantile, (2) childhood, and (3) adult. These 
stages may be continuous, one following the other, 
with exacerbations, remissions, and varying periods of 
freedom. In a large per cent of patients having the 
infantile form the condition disappears and does not 
recur. However, many will have years of freedom only 
to develop symptoms in adulthood. 


1. The infantile phase of atopic-neurodermitic 
eczema develops at 3 months or older, and usually sub- 
sides by the age of 2 years. In the majority of in- 
stances, the familial history will reveal that one parent 
has had infantile eczema, asthma, or hay fever, and 
the infant frequently has had a tendency toward 
“cradle cap” since birth. The eruption often begins on 
the cheeks. Usually in mild cases it does not spread, 
but there may be patches in the antecubital fosse and 
popliteal spaces and it may spread to other parts of the 
body, notably the outer aspects of the legs, wrists, 
forearms, and forehead. The primary and most charac- 
teristic lesion is the exudative papule with varying 
amounts of oozing; confluence of lesions produces 
exudative patches. However, the lesion may be a 
flattened, scaly patch with little or no oozing. Severe 
pruritus is invariably a part of this picture. The erup- 
tion may become a generalized erythroderma and 
present a most difficult problem. 

2. The childhood phase of atopic-neurodermitic 
eczema occurs between the ages of 2 and 12 years. At 
2 years of age, most infants have recovered from their 
eruptions and are able to contact with impunity any 
of the allergens to which they were sensitive. In other 
words, they have outgrown their former sensitivity. It 
is not uncommon to have the eczema develop after 2 
years of age, although usually it has existed at some 
time during infancy. The appearance of the childhood 
eruption is very different from that of infancy. It so 
nearly resembles the adult type that it will be described 
therein. 

3. The adult phase of atopic-neurodermitic eczema, 
in the majority of cases, is either a direct, uninter- 
rupted transition from the childhood phase—or appears 
as a new attack after years of freedom. Statistics are 
not available to show how many of the infants with 
atopic dermatitis manifest the condition in adult life. 

The most prominent symptom is itching, which 
may be continuous or occur in crises. Scratching of the 
lesions: produces most of the changes in the skin. The 
location and distribution is characteristic, often diag- 
nostic, the most notable features being the bilateral 
symmetry and the involvement of the flexures—the 
antecubital and popliteal spaces—and the front and 
sides of the neck. Other favorite sites are the dorsa 
of the wrists, paronychial areas of the fingers, dorsa 
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of the feet, eyelids, forehead, and scalp. However, it 
may involve any part of the body. 

“ The primary lesion is the papule. The papules 
coalesce to form lichenified areas of various sizes 
which are usually surrounded by outlying scattered 
papules that are frequently excoriated. The affected 
skin is usually dry, thickened, erythematous, or hyper- 
pigmented. However, due to irritation or infection, 
there may be weeping, exudation, and crusting. 

Summary.—The term, atopic-neurodermitic ec- 
zema, is used to describe this dermatosis because of 
conflicting opinion as to etiology. The term, atopic 
eczema, is preferred in the infantile phase and in many 
cases of the childhood phase because frequently a food 
or environmental allergen is proved guilty. As the 
individual grows older, the nervous and emotional 
factors become significant, and the term, neurodermitic 
eczema, is more appropriate. This latter statement 
holds true, in spite of the strong and varied sensitivity 
to skin tests, as the patients fail to improve in most 
instances when removed from contact with the positive 
allergens. Also, there is inability to produce the erup- 
tion in a neurodermitic patient when he is brought in 
contact with the causative allergens. ° 

CIRCUMSCRIBED NEURODERMITIC ECZEMA 

Synonyms.—Lichen simplex chronicus, neuroder- 
mite, circumscribed pruritus with lichenification. 

This form of eczema is closely related to atopic- 
neurodermitic eczema but has enough distinct 
characteristics to warrant separate classification. The 
outstanding features are its clinical appearance of 
lichenification and the tendency to remain circum- 
scribed; also, it seems to be related less closely to 
allergy and more to nervous-emotional influences. 


Fig. 4. Circumscribed neurodermitic eczema. 


Mechanism of Reaction.—The basic cause is un- 
known, but there are factors found in these cases 
which seem to play a part in the development of the 
eruption. Many patients show nervous instability and 
exhaustion and frequently the eruption develops fol- 
lowing some strenuous physical or mental activity. The 
majority of cases are found in women. The eruption 
often appears in winter and disappears in summer. 
Foci of infection, while not often of significance, may 
be a factor. Severe pruritus frequently precedes the 
development of the objective symptoms. Scratching 
— trauma and leads to histological changes in the 
skin. 
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Diagnosis.—The eruption consists of fairly sharp- 
ly defined patches which are oval, irregular, or angular, 
and of variable size. In the beginning the skin assumes 
a dusky pink tint, later to become grayish, brownish, 
or yellowish in color. The primary lesion is the papule 
and, through confluence of these, a thickened lichenified 
plaque is formed. Due to this thickening the normal 
skin markings are accentuated, dividing the area into 
numberless squares or quadrangular elevations. In the 
zone around the periphery of the lesion may be found 
discrete brownish papules. 

The most common locations are the nape and 
anterolateral areas of the neck, the scalp, the inner 
surface of the upper thigh, and the extensor surface 
of the leg below the knee, the dorsum of the foot, the 
ankle area, and the extensor surface of the arm below 
the elbow. The eruption not uncommonly is sym- 


metrical. 
INFECTIOUS ECZEMATOID DERMATITIS 


Synonyms.—Impetiginous eczema, barcoo rot, 
superficial staphylococcic dermatitis, pustular eczema. 

This form of eczema was first described by 
Engman"™ who listed several diagnostic characteristics 
to make the condition more easily recognized. Since 
that time, it has been designated a clinical entity with 
definite causative factors and a definite clinical picture. 


Fig. 5. Infectious eczematoid dermatitis. 


Mechanism of Reaction.—Infectious eczematoid 
dermatitis is the result of infection with staphylococci 
plus the development of hypersensitiveness of the skin 
to the organism or its products. The eruption usually 
develops secondary to, and in the immediate vicinity of, 
a focus of infection—usually one that is draining. 
The preceding disorder may be furuncles, scabies, 
otitis media, infected discharge from nose, paronychia, 
bed sores, infected wounds, and even minor cutaneous 
injuries. In fact, Foerster’® states that infectious 
eczematoid dermatitis is the most common major 
dermatologic condition occurring in association with 
occupational injuries and may occur as a direct compli- 
cation of trauma or as the result of improper medical 
or nursing management of injuries. It is frequently 
responsible for the prolongation of such disabilities. 

Diagnosis.—This eruption is characterized by 
erythematous, vesicular, pustular, scaly, or weeping 
crusted patches with no tendency toward central in- 
volution. It spreads by peripheral extension and by the 
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formation of new patches by autoinoculation. Exposed 
parts are not most frequently affected. The history 
reveals an associated infection, trauma, or suppurative 
condition. The earliest lesion may be a vesicle which 
soon breaks to form a scaly patch which is circum- 
scribed with sharply defined borders. The epidermis 
at the periphery of these patches is usually undermined, 
split up, or raised by collections of seropurulent fluid 
which may form a thin ridge-like crust about the 
periphery. New foci may begin as a group of vesicles 
about, or at some distance from, the old lesions. These 
vesicles are larger and farther apart than those in 
allergic-contact eczema. There is no true symmetry in 
distribution. Lymph glands in the involved region are 
frequently enlarged. The subjective symptoms vary 
from mild to severe but usually are less severe than 
in other forms af eczema. 
ECZEMATOUS DRUG ERUPTION 


Synonyms.—Dermatitis medicamentosa, eczema 
medicamentosa. 

Drugs, ingested, injected, or absorbed through the 
mucosa or skin, can produce involvement of the 
integument which may simulate almost any of the 
dermatoses. Therefore, the physician should regard as 
a possible drug eruption any skin disease of unknown 
etiology, regardless of its appearance, course, or 
history. Many of the drug eruptions are easily recog- 
nized, due to unique characteristics, but often careful 
investigation is necessary in order to identify a medic- 
inal agent as the causative factor. The reaction causing 
the eruption originates from within, distinguishing it 
from the allergic-contact type of eczema. 

Mechanism of Reaction.—However the offending 
drug makes its entrance, it is carried by the vascular 
or lymph systems until it contacts the tissue where the 
reaction takes place. The shock tissues in drug erup- 
tions are the dermis, epidermis, and follicles. This 
reaction, in the majority of instances, is the result of 
allergy (specific acquired sensitivity), but the possi- 
bilities of intoxication, predisposition, and cumulative 
effects must be kept in mind. 

Drug eruptions in general are usually due to 
specific acquired hypersensitivity.* For instance, very 
minute amounts of a drug which has been well 
tolerated for varied lengths of time may suddenly pro- 
duce severe skin eruptions. The cutaneous response, 
as a rule, is entirely different from that produced by 
toxic action of the drug, and the amount required to 
produce the eruption is much smaller. Many drug 
eruptions occur only in predisposed individuals and, 
regardless of the deliberate increase in dosage, can 
never be made to appear in most patients. Cumulative 
effects can be ruled out by recurrence of lesions upon 
re-exposure to small amounts of the drug after previ- 
ously administered amounts have been eliminated. 


Diagnosis —A history of ingestion of drugs and 


the nature of the eruption often make diagnosis very 
easy. However, it may be coincidental that a patient 
has an eruption and is receiving a drug at the same 
time. It is frequently difficult to elicit a history of drug 
taking. Specific questions must be asked concerning 
products such as blood tonics, sleeping potions, laxa- 
tives, nerve medicines, etc., because many patients may 
not consider these as drugs. 

Usually, drug eruptions have a sudden onset, more 
or less generalized, roughly symmetrical distribution, 
and brilliant coloration. One of the exceptions to a 
widespread distribution is the “fixed eruption” which 


THE ECZEMA GROUP OF SKIN DISEASES—STOVER AND GRESSMAN 


Journal A.O.A. 
July, 1947 
is due to a localized allergy. The reaction remains jn 
a limited area and may either be of long duration or 
as is more usually the case, of short duration. Reaction 
occurs repeatedly upon exposure to the excitant. 

The clinical appearance of the lesions is quite 
varied. The eczematous reaction is only one of several 
different types which include erythema, urticaria, 
angioneurotic edema, and lesions of a purpuric, vege- 
tative, keratotic, or pigmented nature. The subjective 
symptoms are burning and pruritus, which may or may 
not be present. 

The number of drugs capable of producing re- 
actions is enormous, but the chief offenders causing the 
eczematous type of reaction are arsenic, bromides, 
iodides, quinine, salicylates, phenolphthalein, procaine 
and other local anesthetics, barbiturates, sulfonami les, 
etc. Skin tests as a diagnostic aid are. disappointing 
and of little value. 

Most drug eruptions clear up fairly rapirlly, 
usually within a few days or weeks after the drug has’ 
been discontinued. Occasionally, however, an eruption 
will persist and continue to present new lesions, and 
sometimes terminate in death, in spite of treatment and 
all efforts to eliminate the offending substance. 


MYCOTIC ECZEMA 


Synonym.—Eczematoid ringworm. 

Skin diseases due to fungi are among the most 
common of the dermatoses. These organisms are widle- 
ly disseminated and are encountered in all walks of 
life. The infection produces a varied clinical picture 
which frequently will assume the eczematous charac- 
teristics. There is a great tendency to call any inter- 
triginous involyement—such as those between toes and 
in groin—a fungus infection without proper laboratory 
corroboration. This tendency is to be strongly con- 
demned, for frequently after such a diagnosis, potent 
fungicidal medications are applied provoking a super- 
imposed contact dermatitis with disastrous results. 


Mechanism of Reaction—The response of the 
skin and the extent of reaction depends upon several 
factors. The majority of adults repeatedly contact 
pathogenic fungi, but actual clinical evidence develops 
only in those individuals who contact massive amounts 
or unusually virulent fungi, or in those with impaired 
tissue resistance. Trauma, heat, and moisture break 
down normal immunity. A high carbohydrate diet or 
diabetes alters the composition of sweat and forms a 
more favorable medium for the development of fungi on 
the skin. Abnormal collections of macerated tissue, such 
as that formed between the toes, play an important 
causative role because the common pathogenic fungi 
are keratinotropic. They live and multiply only in 
dead, devitalized tissue—hair, nails, etc—and in 
the horny layers of the skin. 


The localized and generalized development of 
hypersensitivity and allergy are most important factors 
in the production of clinical manifestations. The tissues 
become specifically altered in their ability to react to 
the fungi or their products and this alteration is perma- 
nent. This phenomenon forms the basis for the 
trichophytin and oidiomycin tests in which a com- 
mercially prepared extract from the fungi is injected 
intradermally. A positive reaction, which is indicated 
by erythema or papulovesicular lesions, means a hyper- 
sensitization to the fungus or its products and the 
presence of, or previous existence of, a mycotic 
infection. 
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Dermatophytids, analogous to the tuberculids and 
other so-called “id” eruptions, are also the result of 
sensitization to fungi or its products. This condition 
is produced by absorption of allergenic substances 
which are carried by the blood and lymph streams 
from a focus of mycotic infection to a distant area 
of hypersensitive skin, producing skin manifestations. 

Diagnosis —Many forms of mycosis may be recog- 
nized from clinical observation, but confirmation by 
laboratory procedure is essential. This is done by 
direct microscopic examination and culture. Material is 
collected by scraping, in case of a dry and scaly erup- 
tion, or, if vesicles are present, by clipping the roof of 
one and placing the specimen on a glass slide; a few 
drops of 20 per cent potassium hydroxide are then 
added and a cover slip put in place. Gentle heating by 
a flame to macerate the tissue will permit microscopic 
examination for hyphz or spores of the fungus. If a 
culture of the organism is desired, the material may be 
placed on Sabouraud’s medium for growth. The differ- 
ent types of fungi may be determined by the different 
characteristics of their growth. 

Clinical types of mycotic infection are many, but 
the eczematous reaction is very common and may be 
indistinguishable from other forms of eczema. It may 
range from the acute erythematovesicular exudative 
reaction to the subacute, less inflammatory and less 
exudative, down to the chronic dry, scaling, and 
thickening type. 

STASIC VARICOSE ECZEMA 

Synonym.—Stasis dermatitis. 

Under this heading is described a dermatosis in 
which circulatory stasis plays the leading role. Whether 
the chronic passive congestion is the result of old age, 
varicosities, or thrombophlebitis, the difficult and dis- 
tressing problem of eczetfna may be present. The lower 
legs, of course, are the site of predilection. The lower- 
ing of epidermal resistance produced by stasis and 
eczema is followed by invasion of bacteria or fungus. 


Fig. 6. Stasic varicose eczema with ulcer. 


_ Mechanism of Reaction.—The epidermal cell loses 
its power of normal reactivity as a state of impaired 
nutrition exists, caused by impoverished circulation. 
This loss of surface resistance appears to be a direct 
result of edema of the tissues, and various eczematous 
changes may result. However, Zimmerman" believes 
that cutaneous lesions are of an inflammatory origin, 
arising by extension from the phlebitis of varicose 
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veins. The stasis and anoxemia within the vessels set 
up an inflammation in the intima, with resulting 
phlebitis. From the vessels, the inflammation extends 
to the adjacent tissues and skin until an area of sub- 
acute cellulitis appears and then eczematization occurs. 

Diagnosis.—Phlebitis, varicosities, or some impair- 
ment of circulation is usually found in association with 
skin lesions. The beginning eruption may be a simple 
erythema which gradually spreads, becoming infil- 
trated, indurated, and pigmented. The process may 
stay dry and scaly, but it easily becomes moist and 
crusted. The breakdown of tissue may be complete 
with the formation of an open ulcer, cicatrization, 
atrophy, and adhesion of the integument to deeper 
structures. The subjective symptoms are itching, burn- 
ing, and pain. 

The future of the process depends upon several 
factors, among which are the invasion of the involved 
area either by bacteria or fungi, the use of irritating, 
local applications, and transepidermal absorption of 
toxic material from destruction of patient’s own cellu- 
lar tissue. All may cause an extension, and even a 
generalization, of the eruption. 

INFANTILE ECZEMA 

The title of this division of the eczema group 
merely signifies eczema in the infant and is made up 
of a number of dermatoses. Therefore, it is necessary 
to indicate exactly what is meant by “infantile eczema.” 
Out of the more recent attempts to segregate this 
group emerges a classification regarding which there 
is essential agreement between dermatologists'® and 
pediatricians."* It consists of : (1) atopic eczema, (2) 
allergic-contact eczema, (3) seborrheic eczema, and (4) 
mycotic eczema. 

These are the same eruptions as are found in the 
adult, where they are usually clear cut and dis- 
tinguished from one another by their clinical appear- 
ance. The opposite is true in the infant. Combinations 
and transitional forms, with the frequent additions of 
pyogenic infection, may make differential diagnosis 
impossible. 

Mechanism of Reaction.—This is the same in 
infants as in adults, but the morphological and clinical 
characteristics are different, because the infant is not 
merely a small adult, but is a different individual 
entirely. He reacts differently, not only in many derma- 
toses, but in many other diseases, since his metabolism, 
chemistry, anatomy, and physiology are dissimilar to 
those of the adult. For example, the vesiculation and 
weeping, which is typical of adult allergic-contact 
eczema and absent in other uncomplicated adult ec- 
zemas, are very likely to be present in all forms of 
infantile eczema. Probably this occurs because of 
differences in the skin which permit exudate from 
below to permeate upward much more readily in the 
infant. 

Diagnosis —The location and distribution of the 
disease in the infant is not nearly so often in the 
expected place nor is it so often typical. The scalp and 
face are the sites of predilection in both atopic and 
seborrheic eczema. The scalp condition, commonly 
called “cradle cap,” is a greasy scaling and is generally 
considered a form of seborrheic eczema and usually 
responds quickly to ordinary treatment for that condi- 
tion. However, what appears, from a clinical stand- 
point, to be seborrheic eczema may fail to respond to 
such medication and turn out to be the forerunner of 
a widespread atopic eczema. 
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Fortunately, from a diagnostic standpoint, the 
atopic form so predominates in the field of infantile 
eczema that only a small per cent of cases represent 
the other forms. The mixed forms and cases which 
are complicated by impetigo or invaded by fungi are, 
however, numerous enough that the eruptions often 
present a picture of oozing, crusting, excoriation, and 
infection so atypical that accurate diagnosis is im- 
possible. 
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Cryotherapy for Angiomas in Infancy 


NELSON D. KING, D.O. 
Boston 


Carbon dioxide snow therapy, for the treatment 
of angiomas in infancy, gives excellent results. This 
therapy was described in 1907 by Pusey,? but was 
never widely accepted because of the inconvenience of 
making the snow, as well as the fact that other thera- 
pies were introduced at about the same time. Pusey’s 
paper not only dealt with the treatment of angiomas, 


but of other skin lesions as well. It was not until 
1935 that a simple device for forming snow was 
introduced by Bloom.? In 1942 Carpenter® reported 
his success in the use of the apparatus now made by 
the Kidde Manufacturing Company. 

The simple type of angioma is described as a 
slightly raised strawberry red tumor of varying size, 
composed of small vessels bound together by -con- 
nective tissue. It must be distinguished from the cav- 
ernous type, which involves the larger vessels, is 
deeper, and erectile. Both have responded well to 
carbon dioxide snow therapy. The lesions that I have 
treated so far have been found on the scalp, face, and 
thorax. 

An infant, 3 months of age, presented a typical 
lesion involving the scalp. A single simple angioma, 
originally 2 cm. in diameter, was first treated with 
carbon dioxide snow using 5 seconds exposure and 
light pressure. The immediate result was a blanching 
and flattening of the entire lesion so that it disap- 
peared entirely for about 10 seconds. Then, as the 
freezing effect left, the lesion slowly appeared again 
as before the treatment. The following day it was 
somewhat larger and erythematous. This condition 
persisted for 4 days, when a scaliness appeared. This 
reaction was the same as in any first degree burn. 
The scale peeled away and in 10 days the lesion was 
somewhat blanched and, although of the same diame- 
ter, was less elevated. 

Treatment was repeated in 2 weeks, using 30 
seconds exposure with moderate pressure; the same 
immediate result was noted as after the first treatment. 
However, the following day a slight blister, which 
soon ruptured, appeared on the lesion. This meant a 
little too much exposure. (It is best to keep the dose 


less than the blister reaction—only to an erythenia.) 
The same reaction as before then took place. 

Upon observation 4 weeks later, the lesion was 
1% cm. in diameter, of a very pale pink color, rather 
than strawberry, and much less elevated. The treat- 
ment at this time consisted of 20 seconds exposure 
with moderate pressure, with a good immediate and 
post-therapeutic reaction. At examination 1 month 
later, no evidence of the lesion was found. Upon 
palpation one could discern a slightly raised area of 
soft consistency on the scalp. 

No treatment was given until another month had 
passed, making 2 months between the third and fourth 
applications. At this examination, the lesion appeared 
as it had 1 month previously. A fourth treatment was 
given, consisting of a 20 second exposure with heavy 
pressure. The reaction was an erythema as before. 
When the patient was last seen, there was no evidence 
of the lesion. 

Other patients treated in a like manner have re- 
sponded as well or even better than the infant whose 
treatment has been described. In many instances, lesions 
on the thorax responded in one treatment with 10 to 
20 seconds exposure and moderate pressure. Scalp 
lesions responded in three treatments. The difference 
seems to be in the tissues treated, the scalp being 
thicker than the general body epithelium. 

Some very large cavernous hemangiomas will 
respond better to x-ray therapy than to carbon dioxide 
snow. X-ray takes more time and is much more 
expensive. The use of carbon dioxide snow in the 
treatment of lesions of over 2 inches in diameter is 
difficult because many applications are necessary in 
order to cover the area. X-ray therapy directed to 
these lesions can cover them all at once, but many 
treatments may be necessary. Large cavernous lesions 
are frequently seen on the face and should be removed 
as early as possible. 

Some authorities state that the angiomas of in- 
fancy may well be left alone because they will subside 
by themselves. This is not true. Occasionally simple 

(Continued on page 600) 
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END RESULTS OF OPERATIONS ON THE 
INTERVERTEBRAL DISK 


Emphasis on structural integrity in the osteopathic 
philosophy has made physicians and surgeons of this 
school of practice particularly conscious of the possi- 
bilities involved in any pathology of the intervertebral 
disk. They have watched with keen interest develop- 
ments in this field because the intervertebral disk must 
be considered in the manipulative phase of their 
practice. 


From time to time THE JourNAL has attempted 
to bring to the profession the current thought and 
practice concerning the diagnosis and treatment of the 
ruptured and protruded intervertebral disk. During 
the past 10 years it has recorded the swing of the 
therapeutic pendulum from rest, traction, diathermy, 
artificial supports, etc., to radical surgery for removal 
of the disk and then back again. It has also followed 
the trends in diagnostic technics from lipiodol to air 
to pantopaque, to diagnosis by neurological signs only, 
and back again to contrast media. It has given the 
opinions of the neurosurgeons and orthopedists as to 
the various types of operations designed to remove the 
pathological disk and stabilize the vertebrae involved. 


A review of the current literature reported edi- 
torially in THE JouRNAL reveals an amazing amount 
of confusion as to accurate diagnostic criteria upon 
which to base a decision as to the presence or absence 
of a protruding intervertebral disk, the surgical re- 
moval of which may result in relief from low-back 
symptoms and sciatica. 


As always the true test of any therapeutic proce- 
dure is based on end results and sufficient time must 
elapse before such results can be evaluated. Aitken 


EDITORIALS 


569 


and Bradford* recently reviewed the end results of 
operation for rupture of the intervertebral disk in 170 
compensation cases extending over the period from 
1940 to 1944. They report that “Only 13 per cent [of 
the patients] are symptom-free and capable of per- 
forming heavy laborious work. Seventeen per cent 
have some persistent symptoms but are capable of 
doing all but the’ heaviest type of work. Twenty-five 
per cent have pain and are able to perform only light 
work. Classed as bad results, 42 per cent continue 
to have pain and have never returned to any type of 
work. There was a 3 per cent mortality.” 


The reviewers admit that the average compensa- 
tion case is not the best possible material for a favor- 
able end result because of the individual’s desire for 
financial reimbursement for injuries received. How- 
ever, it is pointed out that the period from 1940 to 
1944 was one of intense industrial activity brought on 
by the war and most patients wanted to work because 
of the high wages that were obtainable. 


In reviewing the diagnostic findings in these cases, 
the investigators reported that myelography was per- 
formed in 102 but was less than 50 per cent accurate 
as revealed at time of operation. The opaque media 
showed a higher degree of accuracy than air, but the 
number of false defects was extremely high. 


In this entire series there were 67 patients in 
whom no pathological disk was found at operation. 
Aitken and Bradford remark that “This represents 40 
per cent of the total and is an adequate indication of 
the inaccuracy of our diagnostic criteria.” However, 
the results of operation when no pathological disk was 
found were poor as compared with those with true 
disk disorders. 


Another surprising diagnostic revelation was the 
high incidence of reflex changes, referred pain down 
the leg on coughing and sneezing, atrophy, and sensory 
changes, which were observed in almost 50 per cent 
of the patients in whom no pathological disk was found 
at operation. 


In 41 cases persistence of symptoms led to re- 
operation. In all instances reoperation was in the 
form of re-exploration, fusion, or refusion. 


Taken as a whole the results of fusion were re- 
ported as not particularly encouraging. “Of the thirty- 
nine primary fusions performed, nineteen patients, or 
only 50 per cent, were able to return to some form of 
work.” 


This analysis, made from case reports taken from 
the files of a large national compensation carrier, gives 
a fairly accurate picture of the intervertebral disk 
problem as it is handled throughout the country by 
neurosurgeons and orthopedists, many of whom enjoy 
national reputations. 


*Aitken, A. P., and Bradford, C. H.: 


; d End results of ruptured 
intervertebral discs in industry. Am. 


J. Surg. 73:365-380, Mar. 1947. 
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DR. OSCAR JOHN SNYDER—AN APPRECIATION 

Dr. Oscar John Snyder, beloved physician, foun- 
der of the Philadelphia College of Osteopathy, is dead. 
He died in the home he loved so much in Narberth, 
Pa., June 10, 1947, at 7:30 p.m. His body was laid 
to rest after fitting ceremonies in West Laurel Hill 
Cemetery, Philadelphia, June 14, 1947. 


The body of Oscar John Snyder has been laid 
to rest, but his spirit will remain alive for time to come. 
To those of us who were privileged to know him in 
life, he will ever be closer to us than before. The 
library dedicated to his memory, the bust which stands 
in the college auditorium, the painting on the wall, are 
eloquent reminders but none can compare with the 
spirit of the man burned into our very souls. 


Oscar John Snyder was born November 17, 1866, 
in St. Louis. He attended the State Normal School, 
Winona, Minn., from 1884 to 1890. In 1894 a Bachelor 
of Science degree was conferred upon him by Colum- 
bian (now George Washington) University and sub- 
sequently the degree Master of Science in 1896 by the 
same institution. Dr. Snyder graduated from the 
Northern Institute of Osteopathy in 1899. 

While at the Northern Institute of Osteopathy, the 
idea of a college of osteopathy in Philadelphia was 
born in the mind of our founder. The idea grew and 
was translated into tangible fact as soon as Dr. Snyder 
came to Philadelphia. He remained President of his 
new school from 1899 to 1907, and a trustee of the 
college until his death. 

Dr. Snyder founded the Pennsylvania Osteopathic 
Association and was president, 1900 to 1909. He was 
the first chairman of the New Pennsylvania State 
Board of Osteopathic Examiners, 1909 to 1930. He 
was president of the Associated Colleges of Osteopathy 
in 1905; president of Osteopathic Clinical Research, 
1910 to 1915; president of the American Osteopathic 
Association, 1916-17. The Distinguished Service Cer- 
tificate of the American Osteopathic Association was 
awarded to him in 1929. At his death Dr. Snyder was 
a member of the American Osteopathic Association, 
the Pennsylvania Osteopathic Association, Iota Tau 
Sigma, and Phi Sigma Gamma. 

On June 22, 1904, Oscar John Snyder and Aline 
Cantwell were married. Throughout the more than 
43 years to his death this marriage was at once an 
example and inspiration to all who knew them. One 
needed to’ be in their presence only minutes either 
publicly or privately to observe that Oscar John Snyder 
had only two objects of devotion—osteopathy and his 
family. What finer example can a man set than his 
in this troubled world. Three children were born, 
Joseph Cantwell, Honora, and James Ayers, both sons 
having become doctors. 

Great statesmen have developed in America 
throughout its short history, yet few will be as vividly 
remembered in the legislative halls of the Common- 
wealth of Pennsylvania as Oscar John Snyder. His 
dynamic personality, his tenacity and sincerity of pur- 
pose knew no defeat. Many a noted public figure felt 
the whip of his tongue; he feared no man. 

To those of us who are left behind “O. J.” Snyder 
will be remembered as a figure without comparison. He 
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typified all the properties for which the word virtue 
was developed. He was in the forefront of battle. His 
word was his bond. He was courageous but not rash, 
He was generous but not extravagant. His very car- 
riage and figure marked him as a man carrying the 

obligations of a great destiny—a leader, a founder. 

OrTrerBEIN Dresser, D.O., M.Sc. 

Dean, Philadelphia College of Osteopatliy. 


IMPORTANT CHANGE IN HOSPITAL 
CONSTRUCTION ACT REGULATIONS 


The sovereignty of the States in intrastate health 
matters not only is threatened constantly by private 
pressure groups, but also is whittled away continually 
by encroachments of Federal grants-in-aid to the 
States. 


Orchids to the Federal Security Administrator, 
the Surgeon General of the Public Health Service, and 
the Federal Hospital Council for the recent revision 
of the Federal regulations relating to hospital construc- 
tion grants under the Hospital Survey and Construc- 
tion Act.* The original regulations, Section 10.1 (|), 
promulgated February 11, 1947, required the States 
to delegate to a private corporation the standard- 
making authority for certain hospitals. The revision 
promulgated June 10, 1947, expunged the private 
corporation. 


Section 10.1 (b), as revised, showing the deletions 
in brackets and the new words in italics, reads as 
follows: 

Sec. 10.1.—(b) Base area. Any area which is so desig- 
nated by the State Agency and has the following character- 
istics: (1) Irrespective of the population of the area, it shall 
contain a teaching hospital of a medical schooi; [whose under- 
graduate medical program is approved by the American Medi- 
cal Association’s Council on Medical Education and Hospitals. | 
this hospital [shall] must be suitable for use as a base 
hospital in a coordinated hospital system within the State; 
or (2) The area [shall contain] has a total population of 
at least 100,000 and contains or will contain on completion of 
the hospital construction program under the state plan at least 
one general hospital whith has a complement of 200 or more 
beds for general use. This hospital [shall be registered with 
the American Medical Association and approved by the 
American College of Surgeons.] must furnish internships and 
[Approved] residencies in two or more specialties and must 
[as defined by the American Medical Association, and approved 
internships shall be provided by this hospital. The hospital 
shall] be suitable for use as a base hospital in a coordinated 
hospital system within the State. 


State legislatures in prescribing minimum stand- 
ards of maintenance and operation for hospitals re- 
ceiving aid under the Hospital Survey and Construction 
Act will undoubtedly give consideration to criteria 
established by private groups. A searching analysis of 
the motivation of such monopolistic practices as the 
closed staff and reservation of public hospitals for 
patients of practitioners of a single school of medicine, 
should enable the legislators to steer a true course and 
avoid delegation to any private group of the right to 
dictate the terms under which the people of the State 
may use their own hospitals. 

C. D. Swore, D.O. 


*For Beggieal Survey and Construction Act reguiations see March, 
April, and May issues of Tue Journat. For amendments, see pace 
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NELSON GRILLS, J.D.,L.L.M. 


All of you probably recall with some tenderness 
and a trace of humor your first trip away from home 
alone. Remember how your mother hovered about, 
anxiously counting socks, and worried about whether 
or not you were taking the necessary number of shirts. 
Remember how your father, either by saying, or with- 
out saying, left you with the impression that you were 
expected to be outstanding in the crowd, someone 
distinctively different from the “mine run” of people. 
In many respects, your activities of the last few weeks 
are similar to that first trip away from home alone. 
The Chicago College, in a very real sense, is your 
professional home. It has taken you, equipped with 
only an academic understanding of the basic sciences 
and an overpowering ambition to become an osteo- 
pathic physician, and it has nurtured you carefully 
for 4 years. Now, with confidence in your ability to 
achieve success as an osteopathic physician and with 
regrets at the necessity of a separation, it signalizes 
your departure by these exercises. 

Now is the time to take stock of the things with 
which you have been equipped during the preparation 
for your duties as a physician. I am sure that your 
teachers who have tutored you patiently for the last 
4 years are abundantly more capable of assisting you 
in inventorying your qualifications as a doctor than 
I am. However, as an osteopathic patient, and as a 
person who has associated himself intimately with the 
osteopathic profession for some time, I would like to 
take this opportunity to assure myself that you are 
taking with you and will not forget the most precious 
quality that your professional training has given you, 
the thing that sets you apart from all other physicians 
and denotes you as an osteopathic physician. To help 
us in our inventory, I have sought the assistance of 
Dr. Andrew Still,’ the founder of osteopathy, who 
once said: 

My object is to make the osteopath a philosopher and 
place him on the rock of reason. Then I will not have the 
worry of writing details of how to treat any organ of the 
human body, because he is qualified to the degree of knowing 
what has produced variations of all kinds in form and motion. 
I want to establish in his mind the compass and searchlight 
by which to travel from the effect to the cause of all ab- 
normality of the body. 


Dr. Still? described succinctly the philosophy he de- 
sired physicians to possess when he said: 

To find health should be the object of the doctor. Anyone 
can find disease. 
Dr. Still® also gave osteopathic physicians the key to 
making it distinctive, is called the “osteopathic concept,” and 
everyday practice by pointing out: 

The Osteopath reasons if he reasons at all, that order 


and health are inseparable, and that when order in all parts 
is found, disease cannot prevail . . . 


It would be “carrying coals to Newcastle” to 
describe to you the osteopathic concept of health. 
However, if I may be pardoned, I would like to ex- 
plain the osteopathic concept to your friends and 


“Commencement address delivered at the graduation exercises of 
the Chicago College of Osteopathy, June 11, 1947. 


General Counsel, A.O.A., Chicago 


well-wishers here this evening. McCole,* an authority 
on osteopathy, describes its contribution to medical 
knowledge as follows: 

The addition which A. T. Still made to medical knowledge 
and which he incorporated in the new school of medicine, 
making it distinctive, is called the “osteopathic concept,” 
and may be stated as follows: 

1. “The body produces its own healing substances. 

2. “Health depends on structural integrity. 

3. “Perverted structure is a fundamental cause of 
disease.” 


Lest you feel that the successful practice of oste- 
opathy is limited to persons possessed of the genius 
of Dr. Still, let us turn for a moment to the source 
of his principles. R. McFarlane Tilley,® in the A. T. 
Still memorial address at the last convention of the 
American Osteopathic Association, said: 

I have long suspected that the origins of some of the 
more simple manipulative methods and technics that Dr. Still 
incorporated into the practice of osteopathy are buried in 
the facts and traditions of antiquity. . 

But it was Still who first amplified, rationalized, developed 
and dignified these procedures, who first fitted them into a 
school of medicine, who thereby actually made an original 
contribution to the practice of the healing arts. 


Not only are the simple methods and technic which 
Dr. Still incorporated into the practice of osteopathy 
inherited from the past, but even the important funda- 
mental of “structural integrity” was first reported by 
the “father of modern medicine,” Hippocrates,* who 
said : 

According to my concept of the body, there is no be- 
ginning, everything is beginning and everything is end, as 
in a circle. This is true of disease and of the body as a 
whole. 


Some of you may say, “If the contribution of 
osteopathy is the recognition of ancient fundamentals, 
aren't these theories the common property of all physi- 
cians?” That your training as osteopathic physicians 
sets you apart from other physicians, can be demon- 
strated by an examination of current medical journals 
and by the observation of physicians in their practice. 
One ophthalmologist’ after his recent military service 
had this comment to make: 


Like Socrates, many young men have returned from mili- 
tary service with the realization that their previous thinking 
has been entirely too limited in scope. Many of these men 
were forced by the exigencies of military medicine to revert 
to general practice and to forget that they might be highly 
trained specialists in the morbidity of a single organ... 


Sometimes an ophthalmologist or perhaps a thoracic sur- 
geon attached as a Naval medical officer to a Marine regiment 
would live in such close contact with his troops that, unless 
he were of the most rigid mental makeup, he could not help 
but see them as fellow human beings rather than as a group 
of potential casualties .. . 


However, in spite of the experience vf the war, con- 
sideration and medical treatment of the organism in terms of 
organs still plays a dominant role in the medicine of the pres- 
ent day, and this is outstandingly true of ophthalmology. 


tEditor’s note: Italics ours. 
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Very often, one who knows the outstanding per- 
sons in his profession only through their writings 
regards these persons as philosophers entirely un- 
associated with the obligations of dealing with the 
practical aspects of practice. It is important to realize 
that Dr. Still, in addition to contributing the basis 
for the development of a new school of medicine, was 
himself an eminently successful physician who offered 
medical care to persons who had sought fruitlessly 
for relief for a long period of years. A. G. Hildreth,® 
in speaking of Dr. Still, says: 

His practice grew so rapidly between 1885 and 1892 that 
it became unwieldy. It was a problem how best to take care 


of the people that were flocking to him. He did not find time 
enough to treat all adequately. 


Realizing that the fundamentals of osteopathy 
were not new, one wonders what qualities Dr. Still 
possessed and which must be possessed by new osteo- 
pathic physicians if they are to be assured success 
in their careers. Any vital person cannot fail to be 
impressed with the almost fanatical zeal with which 
Dr. Still struggled against first, arrogant disregard, 
and then, active prejudice. However, the careful and 
thoughtful reader will be more impressed with the 
farsighted intelligence which led the courageous strug- 
gle of “The Old Doctor” for educational standards 
assuring the quality of medical training. Remember 
that Dr. Still was speaking in an era of crass com- 
mercialism, even in his own profession, and long 
before the Flexner® ?° reports which gave impetus to 
improvements in medical education and long, long be- 


fore the current program to “speed up” medical edu- 
cation when he said: 


We expect to educate our students to a complete prepara- 
tion, and to use all the time necessary in that preparation 
in surgery, obstetrics, and general practice. We will give to 
the qualified student his diploma, not at the end of two or 
four years, but when he has proven his knowledge of anatomy, 
physiology, chemistry, surgery, obstetrics, and of all the 
principles taught in the American School of Osteopathy . . . 
It is quality, not quantity that we want.” 


If students of human nature could ever agree, 
I presume they would select the qualities of intelli- 
gence, industry, and courage as required characteristics 
of an osteopathic physician. 


The intelligent person must possess a vast capacity 
for maintaining in the storehouse of his memory 
experience gained from day to day. Our schools are 
devoted to giving students in a short period of time 
great amounts of synthetic experience. However, the 
experience gained in our schools is of little usefulness 
unless it can be applied in our lives or practice at 
the conclusion of our training. The application of ex- 
perience to the answering of our problems requires 
imagination to see beyond the obvious, and a dogged 
persistence to continue our search until some relation- 
ship is discovered between the various elements of a 
problem. Finally, one must have sufficient confidence 
to depart from established practices when one’s train- 
ing and imagination indicate the need for departure. 
All of these factors contribute to the meaning of in- 
telligence. A person may become a physician without 
having these qualities, but he cannot practice as an 
osteopathic physician. 

Dr. Still’? said: 


Osteopathy is not so much a question of books, as it is 
of intelligence. 
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Haggard**® in discussing error in medicine said: 

The most persistent error in the field of medicine js 
complacency—the tendency to accept the prevailing belief as 
final. This error leads to the subordination of fact to theory; 
all new findings are interpreted only in the light of the pre. 
vailing philosophy; the old is clung to with passionate , -:- 
sistence. 


While I hesitate to dispute with so eminent an 
authority as Dr. Haggard concerning error in medi- 
cine, I believe it is necessary to attribute error in 
medicine to something more deep-seated than com- 
placency. The complacency which disturbs Dr. Hag- 
gard, I believe, is probably the result of a lack of one 
of the basic elements of intelligence on the part of 
many doctors. This element I choose to call imagina- 
tion. Many people are born with a lack of imagination 
and other persons through their education have their 
imagination stunted, or entirely destroyed. If you are 
familiar with the antics, or happen to be the father 
of a little boy, you realize all too well the annoyance 
of the continual, “Why, Daddy?’ Despite the irrita- 
tion of this continual questioning by a small child, 
the imagination which raises these questions is the 
most valuable tool with which a child is endowed 
for finding the answers to his problems. A reluctance 
on the part of learned men to admit that “they don’t 
know” and the formalization of education in our 
schools has resulted in discouraging students from 
asking unanswerable questions and in attributing some 
inherent authority to the answers which makes addi- 
tional queries heresy to be sternly suppressed. Our 
professional schools are particularly guilty of engaging 
in the wholesale destruction of the imagination of their 
students. 


Dr. Still’* emphasized very strongly his point that 
one cannot rely on memory alone, but must use what 
I have called imagination, when he said: 

What I want to say to the student is about this: I think 
that at the very time a young doctor needs knowledge on 
the cause of diseases he is pushed into the idea that he must 
look over the recipe papers till he finds “Good for Croup” 
on a prescription sheet. Then a copy is sent in haste to the 
drug store to be filled. 


In addition to possessing intelligence, the osteo- 
pathic physician must be a person of unusual industry. 
Osteopathic physicians and, to some extent their pa- 
tients, realize the great amount of effort that must be 
expended in treating patients osteopathically. Because 
the osteopathic physician is not by his training pre- 
disposed to use the “easy methods” of drug therapy, 
and because an understanding of the osteopathic con- 
cept opens for the use of the osteopathic physician 
the benefits of physical therapy which have been over- 
looked by the medical profession for many years, a 
greater portion of the osteopathic physician’s time and 
energy must be devoted to the personal care of his 
patients. Piersol,’® an outstanding internist and medi- 
cal editor, comments as follows on the attitude of most 
physicians toward physical therapy. 

Physicians, as a rule, because of their lack of understand- 
ing, evince little interest in acquiring a sound working knowl- 
edge of physical therapy. Furthermore, the proper application 
of physical therapeutic methods requires not only time but 
a certain amount of manual dexterity. Since physicians have 
been loath to give of the former or to acquire the latter,t 


the field of physical therapy has been neglected by the medical 
profession. 


tEditor’s note: 
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In addition to the time and energy which must 
be expended by an osteopathic physician, the diligent 
manner in which he must seek beyond the “exciting” 
causes to discover the “inviting” causes of disease, 
requires him to couple with his industry an indefatig- 
able determination to remove the predisposing factors 
which interfere with the health of his patients. E. T. 
Abbott,*® professor of surgery at one of the osteo- 
pathic colleges, has this to say of the “osteopathic 
viewpoint” : 

In solving the therapeutic problems of a sick individual, 
the osteopathic physician in his examination of the patient 
before him, attempts to discover what is wrong with that 
particular body that caused it to fail in its adaptation and 
become ill and thus approaches his clinical problem from 
what we choose to term the “osteopathic viewpoint.” This 
causative factor in the production of disease we will term 
“intrinsic” influence, or the “inviting” cause. The physician 
then turns his attention to the “extrinsic” thing which caused 
this particular disease : 

Physicians of other than the osteopathic school first turn 
their attention to the exciting cause. The osteopathic physician 
thinks first of the inviting cause. It is altogether fit and proper 
that both causes should be considered, but in their proper 
sequence. 

Anyone who has attempted to search beyond ob- 
vious answers to a problem to find its underlying 
implications realizes immediately that only the most 
industrious person would attempt to carry this practice 
into his profession. However, by becoming an osteo- 
pathic physician you have assumed the burden of 
seeking beyond the “exciting” causes of disease. 


Perhaps John Dewey,’ better than any other per- 
son has summed up the distinction between what is 
demanded of the osteopathic physician, and the ordi- 
nary physician or “medical mechanic.” 

Just in the degree in which a physician is an artist in 
his work, he uses his science, no matter how extensive and 
accurate, to furnish him with the tools of inquiry into the 
individual case, and with methods of forecasting a method 
of dealing with it. Just in the degree in which, no matter 
how great his learning, he subordinates the individual case 
to some classification of diseases and some generic rule of 
treatment, he sinks to the level of the routine mechanic. His 
intelligence and his action become rigid, dogmatic, instead of 
free and flexible. 


A final necessary element of your character, that 
you must carry with you into the practice, is the 
courage to remain true to your chosen profession. This 
fidelity on the part of other osteopathic physicians has 
assured the world the benefit of osteopathic care, and 
through critical competitiveness has improved _ the 
caliber of all medical care. Incidentally, it has resulted 
in the personal success of osteopathic physicians in 
their practice. 


You have chosen your profession wisely, and you 
are now entering the practice trained, skilled, ready 
and anxious to serve the ill and suffering in the various 
communities in which you settle. The great advances 
of medical science have made the facilities of hospitals 
and laboratories necessary for adequate health care. 
The maintenance of hospitals and other medical facili- 
ties has proved an expense too great for the individual 
doctor and patient to bear. Society, ¢ither through 
gifts or by taxation, is now supporting the majority of 
hospitals and other medical facilities. You will find in 
many communities that the patients of osteopathic 
physicians are denied the use of these facilities which 
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they are required to support. While this discrimination 
results in an inconvenience to the doctor, it has the 
disastrous result of denying adequate medical care to 
osteopathic patients, or compelling these patients to 
accept the services of a physician in whom they have 
no confidence. The answer to this problem will be 
found in the near future, but seeking its solution will 
require great courage on your part. Your anxiety for 
your patients, and your desire to furnish medical care 
in accordance with your training may tempt you to 
sacrifice your position as an osteopathic physician. 
Recently an allopathic physician'* expressed in a medi- 
cal publication the following contention : 


The osteopaths have stolen a march on us; they have 
won the first phase of their battle for recognition. If we 
do not use means other than those we have thus far em- 
ployed, forced equal recognition is inevitable. If, on the other 
hand, we obtain harmony between the two groups to the 
benefit of the public, medicine will ultimately profit: schools 
of osteopathy will vanish as others have in the past. Few 
will choose to become D.O.’s when they can have an M.D. 
degree for the same effort. 


Thomas Paine’ said: 

But it is necessary to the happiness of man, that he be 
mentally faithful to himself. Infidelity does not consist in 
believing, or in disbelieving ; it consists in professing to believe 
what he does not believe. 


To sacrifice the identity of the osteopathic pro- 
fession will inevitably mean loss to society of medical 
care in accordance with the principles of the osteo- 
pathic concept. Overlooking the effect of this loss on 
you personally, the obligations to society you assumed 
upon entering training to become an osteopathic physi- 
cian must restrain you from participating in such 
infidelity. If I may again quote from Thomas Paine,”° 
I should like to repeat his words to the weak and 
wavering in another great struggle to protect funda- 
mental principles; Paine being concerned with the 
Principles of Freedom: 

These are the times that try men’s souls. The summer 
soldier and the sunshine patriot will in this crisis, shrink 
from the service of his country; but he that stands it NOW, 
deserves the love and thanks of man and woman. Tyranny, 
like hell, is not easily conquered; yet we have this consolation 
with us, that the harder the conflict, the more glorious the 
triumph, What we obtain too cheap, we esteem too lightly; 
‘tis dearness only that gives everything its value. Heaven 
knows how to put a proper price upon its goods... 


Even if the better and more competent medical 
men ultimately rediscover the importance of structural 
integrity, it is doubtful that the majority of the prac- 
titioners of medicine will ever practice in accordance 
with the principles of the osteopathic concept. There is 
every reason to believe that the more intelligent, more 
skillful, and more painstaking physicians when ac- 
quainted with its principles will practice in accordance 
with its tenets. The average practitioner of any of the 
arts, be it medicine, law, or engineering is reluctant to 
seek beyond “apparent” or “exciting” causes. The 
training you have received at Chicago College of Oste- 
opathy plus your intelligence, industry, and courage 
will make you a part of the osteopathic profession 
which, if it remains faithful to the principles upon 
which it has been based, will ultimately include all 
good physicians. Those of you who fail to measure 
up will fall with other mediocre men into the “easy 
way” of the “old school of medicine.” 
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Case History 
LOEFFLER’S SYNDROME WITH A HITHERTO 
UNREPORTED ALLERGEN 


H. L. KNAPP, D.O. 
Elyria, Ohio 


The seemingly increasing frequency of the atypical pneu- 
monias has stimulated interest in their classification and 
treatment. The March JourRNAL OF THE AMERICAN OstTEO- 
PATHIC ASSOCIATION has a comprehensive article on the sub- 
ject by J. M: Zimmerman. 

In 1936 Loeffler’ described the syndrome that bears his 
name as “. . . changing, even transitory, pulmonary infiltra- 
tions, eosinophilia of blood and sputum, a relatively mild 
clinical course, usually afebrile, in contrast to the roent- 
genological appearance of the lungs.” It is generally felt 
that the condition is a response in the lungs to various aller- 
gens. Endamoebae, trichinae, ascarids, the Brucella, and 
tubercule bacilli have been reported as responsible. 


A white 53 year old farmer first consulted a physician 
in March, 1946, for weakness and fatigue. He was told he 
had anemia and was given iron and liver injections with 
some benefit until the extraction of two teeth with apical 
infection. Following this he became worse and refractory to 
the treatment. In September he was hospitalized for diag- 
nostic study and x-rays of the chest and the gastrointestinal 
tract. There were no pathological findings. A diagnosis of 
anemia, type unspecified, was given. 


Beginning October 1, he ran a low fever for 12 days 
and then noticed a tightness of the chest, a slight nonproduc- 
tive cough, and was heart conscious. 


The writer was consulted October 15. Examination 
showed a 130 pound middle-aged man, not appearing acutely 
ill while sitting quietly, but breathless upon slight exertion. 
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Temperature was 98 F.; blood pressure systolic 140, diastolic 
80; pulse 110 to 115 with slight fibrillation. Interosseous 
retraction on inspiration was noted in the left lower chest. 
Percussion was dull to flat over that area. The other lung 
fields were clear. Moist rales were heard over the whole 
left lower lobe, but there were no expiratory asthmatic rales, 
The heart was not enlarged or displaced, but a grade B 
systolic murmur was heard and the heart seemed to be 
laboring. 


The only suggestion of allergy in the patient’s past history 
was some stuffiness from barn dust. He has not had asthma 
or allergic rhinitis. 


Blood agglutination tests for typhoid and brucellosis were 
negative. 


A tentative diagnosis of atypical pneumonia was given 
with the possibility of a malignancy in mind. 


After 6 weeks of supportive treatment without improvye- 
ment, consultation was asked. There was agreement on physi- 
cal findings and treatment and the inadvisability of attempting 
to transport the patient the necessary 20 miles to a hospital 
for further laboratory and x-ray work. 


In January 1947, another episode of fever occurred with 
a rapid extension of lung involvement to the whole left lung 
and right base. On January 20 sputum and blood examina- 
tions were made. The hemoglobin was 62 per cent (Sahli), 
the red cell count, 3,090,000, and the white cell count, 8,450. 
The differential count revealed polymorphonuclears, 46 per 
cent; lymphocytes, 39 per cent; monocytes, 7 per cent; and 
eosinophils, 7 per cent. There were no acid-fast bacilli in the 
sputum but many cocci, a few resembling pneumococci. The 
sputum smear cell count was eosinophils, 43 per cent. In the 
sputum culture, hemolytic Staphylococcus albus predominated. 


Penicillin and sulfadiazine were given with prompt dis- 
appearance of fever and the pulse came down into the eighties 
for the first time. There was little apparent change in the 
lungs on physical examination, but from this time on the 
patient slowly improved clinically. 


Sputum culture February 25, 1947, showed nonhemolytic 
Staphylococcus albus and nonhemolytic streptococci. The 
smear showed polymorphonuclears, 59 per cent, and eosino- 
phils, 41 per cent. X-ray examination was not obtainable 
until May 22, 1947, by which time the patient was able to 
walk a block or two without breathlessness or increasing the 
pulse rate uncomfortably. The x-ray report read: 


“There is a marked increase of markings throughout the 
entire left lung. They remain linear throughout. There is no 
soft mottling. The axillary pleura is thickened. This thick- 
ened pleura obliterates the costophrenic sinus. The heart is 
entirely in the left chest. The intercostal spaces are slightly 
narrowed. The right costophrenic sinus is obliterated. The 
markings in the right upper lobe are increased. Their appear- 
ance is not that of tuberculosis, but of some chronic fibrosing 
process involving mainly the left lung field.” 


A curious clinical feature has been the almost complete 
absence of cough. At no time has it been troublesome and 
sputum specimens were obtained with difficulty. 


From March to October of 1946 the history suggests 
that there was a hemolytic anemia, probably caused by in- 
fection with staphylococci of the type usually considered 
least virulent. After October the allergic response in the 
lungs complicated the anemic picture. 


There is a difference of opinion among clinicians as to 
the efficacy of the antibiotics in the atypical pneumonias. This 
case suggests that sputum cultures could differentiate further 
those due to viruses and those due to bacteria. 


In a search of the literature I have not found hemolytic 
Staphylococcus albus reported as a cause of Loeffler’s 
syndrome. 
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